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Preface 


a eee Ran 


The prevalence of sexually transmitted diseases has reached a disturbing 
level in many countries and the World Health Organization has alerted its 
Members to the gravity of the complications that may arise if these diseases 
are not treated adequately and at an early stage. These complications can 
have serious consequences for the individual, the family, and the 
community. 

The present situation has arisen not as a result of a lack of knowledge 
or a shortage of resources but because in many countries there has been (1) 
inadequate use of well-established techniques, (2) poor monitoring and 
poor evaluation of control, and (3) an incorrect social and educational 
approach. In order to achieve the goal of health for all by the year 2000 set 
by WHO’s Member States, this public health problem must be tackled by a 
multidisciplinary approach involving coordinated action by health person- 
nel at all levels, and by the health education, information, and welfare 
Services. | 

In response to the current situation, and to requests from the World 
Health Assembly, three WHO Scientific Groups have examined different 
technical aspects of the problem and their reports have been published in 
the Technical Report Series. The present book has been prepared following 
_ the meeting of a scientific working group that was held in Washington in 
April 1982 to discuss the formulation of appropriate strategies and 
programmes for the control of this group of diseases.‘ This book 
emphasizes the need for such programmes to be integrated into general 
programmes for the control of communicable ‘diseases and for the 
gynaecological, obstetric, paediatric, and urological services to play an 
active and dynamic part. ) 


1 A list of the participants in the scientific working group is given in Annex 6, page 109. 
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Chapter 1. Introduction 


The greater attention being given to the control of sexually trans- 
mitted diseases in many countries reflects the increasing prevalence of these 
diseases, their adverse health effects, and the. greater capability of the 
countries to address these problems. The technical aspects of the main 
sexually transmitted diseases have been considered in the reports of three 
WHO Scientific Groups (J—-3) and the present book is concerned with 
control strategies and programmes. 


1.1 Terminology 


A control activity for sexually transmitted diseases is any activity which 
minimizes the adverse health effects of this group of diseases. Control 
activities may reduce (a) the incidence of disease; (b) the duration of the 
disease; (c) the effects of each case, including both the physical 
complications and psychosocial consequences; or (d) the cost of achieving 
certain outcomes, i.e., increase the efficiency of services. Many different 
control activities, for example, clinical services, screening, and contact 
tracing, can reduce the effects of sexually transmitted diseases. 

A control programme is composed of various control activities. 
Priorities are established, various options for control are. examined, and 
appropriate methods are adopted. Such a programme will achieve its 
objectives by the design and implementation of work plans. Evaluation is 
used to reveal any need for programme change. These alterations may be 
needed because the programme is ineffective or because changes have 
occurred in the diseases, their setting, or the opportunities for intervention. 

The epidemiology of sexually transmitted diseases and their associated 
complications is very variable. In addition, for each facet of the problem, 
the effectiveness of particular control activities is different. At the planning 
stage, the expected health effects of control activities should be specified as 
clearly as possible. Such planning will clarify the control decisions made 
and justify the programme activities. Furthermore, specification of the 
activities in the initial stages will facilitate the integration of the control 
programme into the overall health scheme. Clearly written plans will 
identify the many components of the control programme within the health 
system, thus facilitating the evaluation process. 

Control programmes for sexually transmitted diseases define the 
population to be covered and specify the control activities related to that 
group. For instance, some programmes to control congenital syphilis 
specify that all pregnant women are to be included, to ensure that they 
undergo antenatal! examination and are serologically tested and treated if 
necessary. However, coverage of the target population may be incomplete 
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and performance of the specified activities inaccurate. Some pregnant 
women will not attend antenatal facilities or will attend either late in their 
pregnancy or only sporadically; serological tests will be omitted on 
occasions; and some serological reactors will deliver their babies without 
having had treatment. However, when the target population and the 
particular activities to be undertaken are clearly defined, the step(s) at 
which serious performance problems occur can be readily identified. Once 
identified, the reasons for the performance problems can be sought and 
programme changes can then be made. | 

In contrast, services for sexually transmitted diseases are those made 
available to self-selected individuals from. the overall population. The 
diseases seen by such services may, however, differ from those of the overall 
population, and the differences are likely to be greater when services are 
less readily available. Although services and programmes are distinct, 
services of some type will always be part of a control programme. 
Therefore, control programmes for sexually transmitted diseases must 
encourage continued improvements in these services and seek ways to 
enhance their contribution to the control effort. 


1.2 Approaches to control 


Effective efforts to control sexually transmitted diseases must be 
' appropriate to the unique settings, populations, and disease problems of 
each programme. Thus, the design and format of each control programme 
will be unique and cannot be transferred from one setting to another 
without careful adaptation. Extremes in control programmes can be 
grouped as follows: (a) categorical or vertical control programmes; and 
(b) integrated or horizontal control programmes. In practice, however, 
effective categorical programmes are also integrated into the general health 
and social systems of a country and depend upon them for their 
functioning. In order to develop and adapt efficiently with time, effective 
integrated programmes depend upon the availability of suitable expertise, 
either local or foreign. The choice is not, therefore, one of categorical 
versus integrated control programmes for sexually transmitted diseases, but 
rather is one of determining the mixture of categorical expertise and general 
health system integration within each setting. 


1.3 Control programme planning 


At the simplest level, control programme planning is designed to ensure 
that the highest priority disease or problem is identified and that resources 
are not wasted on activities that are too costly or are inappropriate. The 
general questions that must be answered are: (a) which disease or problem 
is the most serious and important to the government, the public, and the 
health system; (5) can the health effects of the identified problem(s) be 

__fteduced by low-cost activities; (c) what would be the result of such 
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activities; (d) what resources would be needed to implement them and are 
they available; and (e) how could the effects of these activities be 
measured? The answers to these questions will define the focus of a new 
programme or a new element for an existing programme and will determine 
whether a given activity should be attempted. Before implementation, the pro- 
gramme manager should develop a timetable for the review of the activity. 
This review should specify unambiguous guidelines for the continuance, 
modification, or cessation of the activity depending on the findings. 


Formal control plans 


More formal programme planning is appropriate when categorical 
control staff exist and skilled epidemiological and management resources 
are available. Such planning may include the following seven elements. 

(1) Problem definition. Clarification of the problems posed by sexually 
transmitted diseases includes a description of the occurrence of disease, 
disease prevalence and any possible complications by area and population 
groups. The adverse health effects of these diseases will generally be 
increased for specific groups and geographical areas and thus the 
identification of these provides a focus for the control efforts. Similarly, 
disease transmission is not the same throughout the infected population; 
information that identifies the important transmitter groups may be needed 
in order to interrupt disease transmission more efficiently. 

Information in these areas is inadequate or non-existent in most cases. 
Initial programme considerations must clarify what data are available and 
improve the data collection, analysis, and use. The construction of a model 
of the transmission of disease and the development, of complications, and 
their control, may be helpful in considering the disease problem and 
programme activities (4). Different models can be developed to consider 
other problems such as congenital syphilis, in which the issues are related 
to pregnancy, and hepatitis B in which intervention with a vaccine can be 
considered. 

(2) Establishing priorities. The priorities for control begin with the 
health problem description. The availability of adequate resources must be 
identified for various possible interventions. The commitment of the 
government and of the health staff in particular, will also be crucial in the 
selection of priority problems and interventions. Finally, public commit- 
ment to the control effort must be assessed in order to identify the nature 
and degree of support that might be expected. Thus, the control priorities 
selected will be an amalgam of health problem considerations and control 
feasibility. 

(3) Setting objectives. Objectives are a statement of the intention of the 
control programme to reduce the health effects of sexually transmitted 
diseases within a given population and a stated time. Programme success 
can be defined as the degree to which its objectives are met. To be most 
useful, objectives should be unambiguous and quantifiable. 

Programme objectives that are simple and realistic, ie., that can be 
achieved within the proposed time and setting, are more helpful than those 
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which are grandiose or broad. For instance, an objective “to reduce the 
prevalence and incidence of disease’ is not helpful in designing or 
evaluating control efforts unless more details of this general, long-range 
objective are specified and can be measured. 

(4) Considering strategies. A variety of intervention Strategies for the 
control of sexually transmitted diseases exists. Each Strategy has different 
resource requirements and effects; these should be ‘reviewed in light of the 
programme objectives, target population(s), and proposed timetable. 
Ideally, planners should perform a cost-benefit or a cost-effectiveness 
analysis of alternative strategies to select the most effective, feasible 
Strategy. In practical terms, an estimate of desirable outcomes (effective- 
ness) and of possible costs is often all that is available to make initial 
programme decisions. Control programmes generally use more than one 
Strategy; planners must determine the mixture of Strategies that appears to 
be most appropriate to the setting. 

(5) Planning for implementation. A written plan, reflecting the problem, 
the objectives, and the strategies, which also details the activities required 
and the timetable for implementation, is useful to the programme manager. 
Development of such a plan will encourage careful consideration of the 
resource requirements (both personnel and material), personnel develop- 
ment, and the sequence of development both by area and activity. Such a 
plan will provide the basis for developing or modifying job descriptions for 
programme personnel and others who will assist in implementation. 

(6) Planning for evaluation. Evaluation of a control programme is an 
integral part of the overall implementation plan, but because of its 
importance it is often considered separately. Evaluation is used to answer 
the questions: have the objectives been achieved (outcome) and have the 
activities been performed as specified (process)? Evaluation should be 
performed at points that will identify promptly any barriers to implemen- 
tation. The findings may lead to modification of the programme, extension 
to new areas or new problems, or the cessation of activities. 

(7) Ensuring operational research. Barriers encountered in defining the 
problem, selecting strategies, or meeting evaluation goals will identify areas 
for operational research. Since such research activities are predicated on 
solving important programme problems, they should be planned to provide 
timely feedback to the control programme. As the problems or settings 
(including technological developments) change, other research topics may 
assume high priority. 


Programme check-list 


Control programmes for sexually transmitted diseases will be guided by 
the following considerations: (a) adequate provision must be made for 
planning, implementing, and evaluating the programme, and information 
needs must be clearly defined at each step; (6) programme objectives must 
be clearly | Stated and quantified where appropriate and_ possible; 
(c) alternative Strategies must be considered: inappropriate ones must be 
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dropped, some may be deferred pending review of results of initial efforts, 
and those most likely to be effective must be chosen for implementation; 
(d) the plan for implementation must: be realistic and include a timetable; 
and (e) appropriate criteria must be chosen for programme evaluation. 


1.4 Conclusions 


In this book various aspects of the control process are considered and it 
is intended to assist managers in developing or modifying control 
programmes in many settings. Control programme settings are character- 
ized by very different social and health systems. Thus, there is no inherently 
correct programme for all settings, even where the disease problems. are 
similar. Furthermore, a control programme for sexually transmitted 
diseases that is appropriate for a society at one time is unlikely to be 
appropriate for ever. Societies, health care systems, disease problems, and 
intervention opportunities are constantly changing. Control programmes 
must evolve to meet these new challenges and to use the opportunities 
provided by new interventions. Despite the many differences that exist 
between countries, all share a lack of public awareness of the magnitude of 
the problem posed by sexually transmitted diseases. 

This book may appear to suggest that the disease control process 
should be highly systematic, comprehensive, and compartmentalized. In 
practice, however, many activities take place simultaneously and in a 
manner that is far from systematic, sequential, and ordered. In addition, 
the control components and support activities are presented: as discrete 
items. No relative weighting of these efforts is intended; in fact, each effort 
may be less effective on its own than when it is combined with ene or more 
others. 

The contro! process has been described with some degree of abstraction, 
avoiding areas of ignorance in order to provide perspective and a sound 
theoretical framework. It is hoped that this will assist managers to produce 
a programme that is comprehensive and carefully adapted to the setting. 

This book will have an impact on control efforts only when the 
principles and guidelines described are incorporated into individual 
programmes. To facilitate this goal the broadest possible support must be 
sought, ranging from those with responsibility in an individual health 
programme to those with international or multinational responsibilities. 
Some actions that will promote control efforts include: 


(1) National initiatives that include a wide range of groups and 
individuals involved in the control of sexually transmitted diseases and that 
result in the development of appropriate guidelines for that particular 
country. Where appropriate, these efforts should demonstrate the effective- 
ness of community participation in control efforts. The expressed needs of 
the community can be emphasized and reflected, in the development of local 
resources to assist in meeting these needs. 

(2) International initiatives on a regional basis should focus on 
management workshops for the countries of that region. Such programmes 
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should concentrate on planning, management, and evaluation and 
encourage the sharing of experiences from the participating countries in 
each area. Boe 

(3) Regional activities should also include a limited number of national 
pilot control programme projects in different social and health care systems. 
Such projects may be a prerequisite for significant progress in disease 
control. These should be designed to demonstrate further that well-planned 
and carefully evaluated programmes are feasible. Such pilot projects can 
serve as control models for neighbouring countries. These will be more 
complete and more readily assimilated than written guidelines. Finally, such 
pilot projects can help to consolidate and expand the control efforts in the 
countries in which they are initiated. Obviously such projects will need 
international, regional, and national support. 


(4) Prototype documents for the operation of certain control activities 


need to be made widely available so that they can be used as guidelines by 
other programmes. Some such documents are already available (5). 
Additional prototypes must be developed, tested, and disseminated. These 
may be developed by consultant groups or may be a major focus of the 
pilot projects. 
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PART I 
INITIAL PLANNING STEPS 


The first step in planning a new control programme for sexually 
transmitted diseases or in revising an existing programme is to estimate the 
disease problem by describing the incidence and/or prevalence of each 
disease and its complications (Chapter 2). Such a description may use 
available information and/or new information obtained from special 
studies. Groups at particular risk of having, acquiring, or transmitting a 
disease and/or suffering the complications of a disease, should also be 
identified (Chapter 3). Identification of such priority groups will facilitate 
the selection of strategies and the development of the intervention plans. 
Finally, geographical or political areas with a particularly severe problem 
of sexually transmitted diseases should be identified to facilitate the 
directing of early intervention activities. 

The next step in the programme planning process is an attempt to set 
control priorities. Although control priorities begin with a description of 
the disease problem, they must also reflect government and public 
commitment, resources, and technical feasibility. Government commitment 
to this control activity must be established, including an assessment of the 
personnel, resources, and supportive activities available from the govern- 
ment. The degree of commitment by the public to control efforts must also 
be identified and the particular focus of the public’s interest must be 
carefully considered. In order to clarify important aspects of control 
programmes, sociological aspects of control may be reviewed (Chapter 4). 
Finally, the technical feasibility of control must. be evaluated in order to 
establish priorities. Unless the necessary technical capability exists or can be 
established in the country, a particular problem cannot be accorded a high 
control priority. All these factors—health problems, government and public 
commitment, and technical feasibility—must be considered together. A 
study of both the health problems and control feasibility will thus be 
necessary in order to define the control priorities of the programme. 

The final step of the initial planning effort is a statement of the 
programme objectives to reduce the adverse health effects of sexually 
transmitted diseases. These objectives will help to identify tke iarget 
population and the period over which an improvement in their health 
status is expected to take place. 


Chapter 2. Estimating the public health 
importance of sexually transmitted 
diseases 


a nonlin, sana nnn 


2.1 Introduction 


Until sexually transmitted diseases are recognized as an important 
public health problem, only limited resources will be allocated for their 
control or study. When resources are scarce their epidemiology cannot be 
studied fully—consequently programme managers encounter difficulties in 
describing the importance of sexually transmitted diseases and have — 
problems in efficiently using the scarce resources that are available. It is 
crucial that the public health importance of these diseases is estimated in 
order to break this vicious cycle of under-funding, inadequate knowledge, 
limited appreciation of control importance, and hence continued under- 
funding (/). Preliminary estimates of the importance of these diseases will 
be used in initial planning steps; more definite descriptions of disease 
epidemiology will be developed as is necessary for the further development 
of the programme. 

One of the first steps of control planning is to establish why a given 
sexually transmitted disease is important in a particular country. This 
process will help to focus the efforts of the control programme staff during 
preliminary planning and will reveal to decision-makers the priority issues 
of control. For example, in some countries, gonorrhoea is important 
because it causes pelvic inflammatory disease (PID) (2). Elsewhere, 
gonorrhoea is important because the disease is resistant to the available 
inexpensive antimicrobial drugs (3). Syphilis is important in some countries 
because it is a common cause of pregnancy wastage (4, 5). However, in 
other countries, the late manifestations of syphilis have received the most 
emphasis in programme justification (6). 

The preliminary estimates of the importance of a particular disease will 
also be used to convince decision-makers of the need to allocate new 
resources to the control programme. Such resources will be essential in 
developing a clearer, quantitative description of the specific problem and its 
distribution. These further details of disease epidemiology are required to 
design an efficient control programme. 


2.2 Approaches to estimating public health importance 


Various approaches may be used. to estimate the importance of sexually 
transmitted diseases and the choice depends on the ingenuity of the 
manager, the resources available, and the particular disease problems. In 
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addition, the selection of a particular approach to demonstrate the disease’s 
importance depends upon which method will most effectively influence the 
key decision-makers. These approaches are usually combined In presen- 
tations; different aspects of the problem are emphasized depending on the 
composition of the intended audience. — 


Economic consequences 


The economic consequences of sexually transmitted diseases may be 
used to persuade fiscally-oriented decision-makers that these problems are 
of considerable importance to public health. The cost of these diseases 
results in part from direct costs, i.e., the cost of care for patients with either 
uncomplicated or complicated disease. The major economic burden of these 
diseases results from the costs involved in caring for patients with disease 
complications; consequently, the economic costs of disease without 
complications are much lower. The indirect costs include productivity losses 
resulting from sick leave, disabilities, or premature death. Again these 
indirect costs are principally due to disease complications. | 

In the United States of America (2), using a combination of estimates 
—data from limited studies (7) and data from national Samples—it was _ 
calculated that the costs of pelvic inflammatory disease that could be 
attributed to sexually transmitted diseases amounted to nearly US$1.2 
billion in 1979. Insufficient data is available in most countries on which to 
base such a calculation. 


Social consequences 


In countries where sexually transmitted diseases are accompanied by 
socially important ¢onsequences, emphasis on these particular issues will be 
relevant. The importance of these diseases in causing infertility, fetal 
wastage, neonatal death and disabilities in children should be emphasized. 
Data linking particular diseases to these outcomes may need to be 
strengthened and more widely publicized. In addition, the chronic pain, 
disability, and pelvic inflammatory disease-related deaths which affect 
women and interfere with their contribution to a healthy family unit should 
be highlighted. It may be necessary to emphasize the social consequences of 
sexually transmitted diseases in order to facilitate discussion of their control 
by the public and politicians. te = | sa 


Prediction of future importance 


Demographic, sociological, and behavioural changes occurring through- 
out the world contribute to the growing importance of these diseases and 
will continue to do so in the near future. The number of young adults in 
the population is increasing in most countries, and populations are shifting 
from rural, traditional areas to urban settings. Family and community ties 
are changing; consequently there js diminished social control over the 


behaviour of young adults and they are becoming increasingly sexually 
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active. Thus, more people are at risk of contracting a sexually transmitted 
disease than ever before and these. trends seem likely to continue. 

The importance of these diseases relative to other public health 
problems is also likely to increase. Thus, increasing recognition of the 
common, serious sequelae of sexually transmitted diseases, e.g., pelvic 
inflammatory disease, infertility, and pregnancy wastage, will increase the 
relative importance of these problems. Similarly, increases in the resistance 
of gonococci to antibiotics and decreases. in gonorrhoea therapy response 
rates emphasize the importance of dealing with these problems before they 
worsen. The methods of control are rapidly changing, and as the non- 
cultural diagnostic methods currently under investigation become available, 
as mew vaccines are developed, and as novel therapeutic agents are 
_ produced, many possibilities of disease control will become more feasible. 


Opportunities 


Missed opportunities plague public health practitioners. The opportuni- 
ties to prevent sexually transmitted diseases and their complications should 
be stressed as an integral part of the effort to ensure that each country 
achieves the goal of health for all by the year 2000. Efforts to expand the 
quality and coverage of antenatal and delivery care programmes can be 
enhanced with improved syphilis screening efforts and innovative ap- 
proaches to prevent disease-related postpartum sepsis. Family planning 
programmes should be used to prevent the disease complications of 
intrauterine contraceptive devices and to detect and treat lower genital tract 
infections before pelvic inflammatory disease occurs. Where symptomatic 
genital tract disease is found to be a problem, primary health care workers 
can be trained to deal with sexually transmitted diseases. The effectiveness 
of this approach can be improved if the training includés the provision of 
information concerning the consequences of sexually transmitted diseases 
and the methods to avoid contracting them. Further, they can encourage 
the treatment of sexual partners which will limit disease transmission and 
complications. Since this group of diseases principally affects young people 
who will be the leaders and parents of the next generation, such preventive 
measures may be particularly valuable for the future wellbeing of the 
community. 


2.3 Guidelines for estimating the importance of sexually transmitted 
diseases 


The preparation of a preliminary estimate of the disease problem is both 
a political and technical exercise. As a political statement, this estimate will 
emphasize the particular problems that are most relevant to an important 
group of decision-makers, and will highlight important issues for the public. As 
a technical exercise, it will assist in selecting the priorities for subsequent efforts. 

Often the necessary data will not be available or, if available, the focus 
of the problem will be unclear. In such situations, it may be useful to 
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assemble a multidisciplinary group to assist in estimating the problem. Such 
a group will have access to a variety of data and opinions. The group 
members should include people from the government health care system, 
the academic medical community, non-governmental care systems, and 
others, e.g., sociologists, teachers, statisticians. This group should review 
available information and develop a consensus opinion, perhaps employing 
a formalized Delphi method (8). Whether the method depends largely on 
the analysis of data or upon consensus development based on opinions, this 
information must be disseminated to have an impact on existing 


Table 1. Special studies to estimate the importance of syphilis 


Fetal wastage 

~ Descriptive epidemiology and etiology of abortions, stillbirths, and early neonatal death 
_ Case-control studies of abortions, stillbirths, and early neonatal deaths 

— Descriptive epidemiology of syphilis in pregnancy 


Infertility 
~ Case-control studies of infertility 


Genital ulcer disease 
— Descriptive epidemiology and etiology of genital ulcer disease 
~ Case-control studies of genital ulcer disease 


Late sequelae of syphilis 

— Descriptive epidemiology and etiology of selected diseases 

~ Case-control studies of indicator diseases 

— Descriptive studies of the costs of care associated with indicator diseases 


Table 2. Special studies to estimate the importance of gonorrhoea 
nnn nS ESSIEN EREIEnEREESEnInInEEREESEn anne 
Urethritis and vaginitis 


— Descriptive epidemiology and etiology of urethritis and vaginitis 
~ Case-control studies of urethritis and vaginitis 


Pelvic inflammatory disease (P/D) 

— Descriptive epidemiology and etiology and acute PID 

~ Case-control studies of acute PID 

— Descriptive studies of cases of acute PID 

— Descriptive studies of the costs of care associated with PID 


Ophthalmia neonatorum 


~— Descriptive epidemiology and etiology of ophthalmia neonatorum 
—Case-control studies of ophthalmia neonatorum 


Infertility 

- Descriptive evidemiology of infertility 

— Case-control studies of infertility 

~ Case-control studies of ectopic pregnancies 
~ Case-control studies of urethral strictures" 


Gonococcal resistance 


- Descriptive epidemiology of gonococcal resistance 
-Trends of gonococeai resistance 
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perceptions. The multidisciplinary nature of the group could be useful for 
facilitating this dissemination to a variety of decision-making groups, both 
those of the general public and key individuals. 


A variety of special studies may be necessary to provide the information 


needed to make useful statements of importance, in particular for 
gonorrhoea and syphilis (Tables 1 and 2). The time and resources needed 
for such studies should be considered before deciding whether they are 
essential for the formulation of preliminary estimates of the importance of 
particular sexually transmitted diseases. 
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Chapter 3. Priority groups 
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3.1 Introduction 


An underlying principle of disease epidemiology is that disease and 
disease complications are not evenly distributed throughout populations. As 
a result, some population groups are of greater importance to prevention 
and control efforts than others. Programme managers must identify such 
priority groups in order to make efficient use of the scarce control. 
resources. In addition, detailed descriptions of these priority groups may 
suggest the dynamics of disease within the community and can lead to the 
development of new intervention activities. 

Generally, these priority groups are characterized on the basis of 
prevalence studies indicating that the proportion of infected individuals in 
one group is greater than the general population or reference group. More 
recent emphasis on the “‘core group” of disease transmitters suggests that a 
subgroup of infected. persons is responsible for the perpetuation of a 
disease within a community (/, 2). Thus, not all infected individuals are of 
equal importance to the control programme. Since major emphasis is given 
in many control programmes to the complications of sexually transmitted 
diseases, it is logical to focus on another subgroup of individuals 1.e., those 
who suffer complications. Thus, in both developed and developing 
countries, young women of certain sociocultural subgroups are at greater 
than average risk of contracting pelvic inflammatory disease (3, 4). 

The approach used to categorize population subgroups and to infer 
causal relationships will be based on the resources available for data 
collection and analysis. 


3.2 Priority group descriptions 


Priority groups may be categorized. on the basis of age, sex, and ethnic 
group. However, priority groups categorized by these characteristics are 
generally too broad to be of any great use to control programme managers. 
Descriptions that also include place of residence or an occupation may be 
much more helpful in designing interventions (5), and such information is 
relatively simple to collect and not, in general, stigmatizing. In addition, 
control activities can be aimed at one particular area of a city or at specific 
work groups, e.g., the military or students, if such characteristics identify 
priority groups. . 

_ Other characteristics that may be used ‘to identify priority groups 
include their general health promotion and their sexual and health care- 
seeking behaviour. This information is more difficult to collect since it is 
not used as often and is less well standardized. In addition, some responses 
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are stigmatizing, e.g., use of tobacco, alcohol, and drugs, and sexual behaviour. 
Despite these drawbacks, such definitions of priority groups may be most 
valuable. Some control programmes have been able to use such behavioural 
characteristics to identify priority groups. Using this information effectively, 
very specific intervention activities have been developed in different settings 
for prostitutes (6, 7) and for homosexuals (8). 


3.3 Use of defined priority groups 


When priority groups are defined, the problems of each group with 
respect to sexually transmitted diseases can be described more precisely and 
compared with those of other groups. Such a comparison of groups may 
lead to further refinement of the priority group definition and may identify 
disease problems that are peculiar to those groups. This further description 
of priority groups may also offer insight into those groups and their 
patterns of behaviour and interactions that may be useful in designing 
specific control efforts. 

Interventions developed for specific priority groups and settings will be 
unique. The appropriate mix of control elements will depend upon the 
judgement of health workers who are thoroughly familiar with the available 
Strategies, resources, and the priority groups. Once targeted control 
activities are outlined, it will be vital to identify and work closely with 
those individuals who can facilitate interactions with the priority groups. 
Cooperative ventures developed with priority groups may be a particularly 
useful approach to ensure collaboration. 


3.4 Conclusions 


A general set of guidelines is proposed for priority groups. The priority 
groups must be defined, either on the basis of observational anecdotes or 
by analysis of data. Small-scale surveys or more detailed data collection 
and analysis will be appropriate in different countries. Specific intervention 
activities for these groups can then be developed, implemented, and 
evaluated. 

Programme managers must ensure that the process of defining priority 
groups does not further stigmatize the group. Activities implemented for 
the priority groups must also be carefully monitored to ensure that these 
efforts do not defeat the goals of the programme either by alienating 
priority groups or by suggesting that the disease is ‘a problem caused by the 
priority group. 
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Chapter 4. Sociological aspects of 
control 


4.1 Introduction 


The problem of the prevention and control of sexually transmitted 
diseases can be thought of as a social problem with very important medical 
aspects. Social problems involve personal interactions. Perhaps the most 
important relationships include: (a) clinicians interacting with patients and 
control personnel; (5) priority group members interacting with other 
persons, clinicians, and control personnel; (c) infected persons interacting 
with clinicians, control personnel, and sexual partners. 

This chapter reviews the cultural, social structure, and psychological 
factors that influence these interactions. Although control programmes 
cannot attempt to delineate the relevant details of all these factors, 
consideration of them can enhance the planning process or provide insight 
into programme performance problems. 


4.2. Cultural factors 


Culture can be described as the accumulated knowledge, beliefs, and 
values of a social system. Disease prevention and control programmes 
should be designed, implemented, and evaluated within a given social 
setting by persons from that social setting. Programme managers will have 
an innate understanding of their own culture but will inevitably understand 
some parts of that culture more thoroughly than others. However, this 
understanding often fails to distinguish between knowledge, beliefs, and 
values. Such distinctions may prove useful when reviewing why interaction 
problems exist within the programme. 


Knowledge 


Some cultures acknowledge that sexually transmitted diseases are a 
serious health problem, that these diseases are spread by sexual intercourse, 
and that they can be controlled through coordinated, purposeful 
interactions. However, most cultures fail to acknowledge the truth of one 
_ or more of these statements. Many studies have shown that education is an 
effective method of providing information about sexually transmitted 
diseases (/, 2). Such education efforts should be developed around socially 
acceptable, reasonable, and meaningful objectives (3). 
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Beliefs 


People have faith in beliefs, whether they are true or not. Some believe 
that sexually transmitted diseases are restricted to promiscuous individuals 
and fail to realize that innocent spouses and children can become infected. 
Others pessimistically believe that political leaders cannot be encouraged to 
support programmes that carry the stigma of these diseases when 
experiences in Singapore and the United States of America suggest 
otherwise. Beliefs about personal disease susceptibility, the value of a 
particular preventive act, and the general importance of staying healthy are 
probably the critical determinants of behavioural patterns. Individuals’ 
knowledge about germs, the value of prophylactic devices, and the dangers 
of asymptomatic infections are probably much less important in determin- 
ing behaviour (4). | 

The health-belief model was developed to explain why some people 
accepted recommended health behaviour and others did not (5). Thus, as 
the model predicted, people who believed that they were susceptible to 
infections, that sexually transmitted diseases were serious, and that 
condoms could prevent disease transmission were more likely to have used 
condoms (6). However, in prospective studies, these same beliefs were not 
related to future condom use. Although the individuals’ beliefs favoured 
condom use, factors in addition to both belief and knowledge also 
influenced behaviour. 


Values 


Values refer to things people consider to be relatively desirable, and 
these values are used to help people choose between alternative courses of 
action (7). For example, some people choose sexual relationships where 
there is a risk of contracting disease rather than abstaining or choosing sex 
without any risk. Some policy-makers support child and maternal health 
care programmes but do not value the control programmes for sexually 
transmitted diseases which can prevent the sequelae of pelvic inflammatory 
disease, pregnancy wastage, neonatal deaths, and congenital disabilities. 

Health is valued more by those who do not enjoy it than by those who 
are healthy. Consequently, few healthy adolescents fear the possibility of 
disease when they begin experimenting in sexual activities with their peers. 
Conversely, diseased individuals may, for a period of time, avoid 
contracting further disease. Thus, patients may be the most important 
group to educate because some will become advocates of healthy behaviour. 


4.3 Social-structural factors 


. Most societies are organized and structured in such a way that some 
individuals have greater opportunities to achieve their goals than others. 
These individuals, the community and political leaders, are often 
responsible for allocating scarce resources. These leaders must be identified 
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and induced to adopt or adapt programme goals as their own so that 
prevention and control programmes can obtain the necessary resources. 
Where these leaders have been previously opposed to programme goals, it 
may be more rewarding to approach somewhat less powerful individuals 
who have been generally supportive of allied programmes in the past. 

Priority groups within societies will place themselves at greater risk of 
contracting, harbouring, transmitting, or suffering from venereal infection 
than others for a variety of reasons (Chapter 3). Sociodemographic 
variables can be extremely helpful in identifying those groups, while a study 
of their social interactions and social structures may be important in 
describing these reasons. Such an understanding may be necessary to 
improve interventions with these groups. In order to minimize disease 
transmission, reinfections, and complications, public health workers may 
need to study both the technical aspects of the diseases and the social- 
structural setting of priority groups. 


4.4 Psychological factors 


Cultural and social factors provide a setting for individuals. However, 
behavioural decisions may also be made that are other than those predicted 
on the basis of these factors. Psychological factors relating to public health 
programmes may be considered under the headings of health, illness, and 
treatment behaviours. 


Health behaviour 


Health behaviour refers to those activities people undertake to avoid 
disease and to detect asymptomatic infections through appropriate 
screening tests. For instance, sexually transmitted disease can be prevented 
by avoiding sexual exposure with infectious sexual partners. Other health 
behaviour that might reduce the risks of infection include the use of 
condoms, of bactericidal products immediately before and after sexual 
exposure, and the appropriate use of antimicrobial agents with proper 
supervision (8). In addition, the risks of transmission can be reduced by 
assisting in the detection of infection in sexual partners before they have 
further unprotected sexual exposure with other susceptible partners. 

People with good health habits (e.g., daily brushing of teeth, routine use 
of automobile seat-belts, nonsmoking) are less likely to develop venereal 
infections than persons with poor health habits (9). Sexually active 
individuals with good health habits are more likely to practice disease 
prevention and have routine checkups in the absence of symptoms. 
Therefore, persons with good general health habits need less consideration 
in programmes designed to improve preventive habits. 

In analysing health behaviour with respect to sexually transmitted 
diseases it is essential to consider the behaviour of sexual partners, not just 
‘individuals. An inexperienced female teenager may know that gonorrhoea is 
spread by sexual intercourse and that it may cause loss of fertility; she may 
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also believe that condoms prevent disease, and may value her reproductive 
capacity highly. Consequently, she may favour the use of condoms during 
sexual intercourse. However, unless her infectious boyfriend is also 
convinced of the value of condoms, they may still have unprotected sexual 
intercourse. When educational programmes are introduced, they must 
promote complementary health behaviour in potential sexual partners. 


Illness behaviour 


Illness behaviour refers to how people react to symptoms. Generally, 
people who detect symptoms will wait to see if the symptoms persist or 
worsen. If the symptoms continue, the affected person may ask a friend or 
acquaintance for advice, before seeking medical help. Since the symptoms 
of sexually transmitted diseases are often mild and transitory, they may not 
be troublesome enough to encourage the person to seek medical care. 

Additional methods of encouraging medical attendance should be 
sought to increase recognition that genital symptoms may need medical 
attention. One method is to convert presént sufferers from sexually 
transmitted diseases into advocates for the prompt medical evaluation of all 
symptomatic persons. One way to encourage this is to ensure that patients 
are Satisfied with the care they have received and, for this reason, the 
quality of medical care should be improved. 


Treatment behaviour 


Treatment behaviour refers to those activities used to cure diseases and 
restore health. With reference to sexually transmitted disease, it is 
particularly important for patients to take the medication as directed, 
return for tests of cure, and cooperate in efforts to identify untreated sexual 
partners. Research has not shown that any particular group or personality 
type is more compliant than any other. Ptogramme managers should 
develop treatment objectives, implement strategies to enhance appropriate 
treatment behaViour, and evaluate the results. 


4.5 Target groups 


Sociological concepts of control involve three key groups: influential 
leaders, technical experts, and priority groups. 

Influential leaders must be made aware of the nature and magnitude of 

the problem of sexually transmitted diseases, its cost to society, and the 
benefits associated with its prevention and control. 
Experts in communications, social, scientific, and medical research exist 
in most social systems. Programme managers should identify and involve 
these technical experts in planning and implementing control programmes 
and collecting new information. | 

Hosts and susceptibles in the population must be identified and 
characterized in a way that facilitates effective disease intervention. The 
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value of identifying priority groups for intervention activities has been 
reviewed (Chapter 3). Programme managers need to develop systematic 
approaches to these groups to facilitate understanding of the social-cultural 
Settings and to develop more effective ways to work with them. 
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PART II 
INTERVENTION STRATEGIES 


Intervention strategies are those activities that directly affect the 
incidence and/or complications of the sexually transmitted disease. 
Eradication of these diseases could be achieved by the development and 
mass application of ideal drugs (not currently available) or effective 
vaccines (not generally available for the organisms involved in sexually 
transmitted diseases). Conversely, sexual transmission of disease could be 
eliminated if persons adopted life-long sexual exclusivity between couples. 
However, sexual exclusivity seems to be decreasing in most countries rather 
than increasing. Thus, total eradication does not seem to be a feasible 
programme objective and more limited control objectives are appropriate 
for most countries. 

Intervention strategies are usually aimed at particular groups in the 
community selected as priorities for intervention. However, control 
objectives generally refer to reductions in the incidence or associated 
complications of sexually transmitted diseases as they affect the population 
as a whole. 

Specific aims of intervention strategies are: 


(1) to minimize disease exposure by reducing sexual intercourse with 
persons who have a high probability of being infected; 

(2) to prevent infection by increasing the use of condoms or other 
prophylactic barriers; 

(3) to detect and cure disease by implementing disease detection 
programmes, providing effective diagnostic and treatment facilities, and 
promoting health-seeking behaviour; 

(4) to limit complications of infection by providing early treatment for 
both symptomatic and asymptomatic infected individuals; and 

(5) to limit disease transmission within the community with the above 
efforts. 


The four principal intervention strategies available for the contrel of 
sexually transmitted diseases are (/) health promotion (Chapter 5), (2) 
disease detection (Chapter 6); (3) national treatment programmes (Chapter 
7); and (4) contact tracing and patient counselling (Chapter 8). Clinical 
services (Chapter 9) will be the vehicle for some part of each of these 
strategies. . . 

_ Although vaccination strategies for control will become more feasible in 
the future, vaccines are not yet available for many of the most important 
sexually transmitted diseases, and those which are currently available are . 


too expensive for use in most control programmes. 
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Chapter 5. Health promotion 


5.1 Introduction 


The principal aim of educational intervention is to encourage behaviour 
which will ultimately reduce the impact of sexually transmitted diseases in 
the community. Accordingly, the targets for educational efforts may include 
the general public, patients, priority groups, technical experts, health 
providers, community leaders, and decision-makers. Comprehensive pro- 
grammes may aim at all such groups; other educational programmes may 
select only one or a few groups for directed educational activities. 

This chapter outlines an approach to health promotion at the 
community level. Many methods are considered; their application will vary 
from country to country. 


5.2 General principles for designing and implementing educational 
programmes 


Determination of the specific aims of the programme 


Dissemination of information is not enough. Educational programmes 
should be designed to enhance individual behaviour related to primary and 
secondary prevention of disease (i.e., limiting the risk of contracting 
infection and decreasing the occurrence of complications and further 
disease transmission once infected). Thus, specific aims of educational 
intervention may include activities: 


(a) to promote discriminative sexual intercourse by avoiding multiple 
and/or casual sexual partners; 

(b) to promote the use of the condom or other prophylactic methods in 
at-risk situations; 

(c) to promote prompt attendance for screening examination after 
exposure in at-risk situations; 

(d) to promote early attendance for medical examination when 
symptomatic; 

(ec) to promote compliance with treatment; and 

(f) to facilitate other interventions such as referral of sexual partners, 
treatment compliance, etc. 


Consideration of the sociocultural setting 


Before starting an appropriate programme, relevant characteristics of 
the community and of the selected target groups must be taken into 
account (Chapter 3). The customs and beliefs, organization of the social 
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system and the governmental structure or political regime differ from 
community to community and from one country to another. In addition, 
the characteristics and organization of the educational target groups vary. 
Therefore, it may be necessary to have a flexible approach to the 
educational programme for individual groups and communities. 

The control of sexually transmitted diseases poses particular problems 
for health education. Individual sexual behaviour is often implicated as the 
sole determinant of infection. Disapproval by the culture of sexual 
behaviour which leads to disease acquisition may prove a barrier to 
effective disease control by stigmatizing infected individuals. Thus, all 
infected individuals may be viewed prejudicially even though their disease 
was contracted congenitally, or in such blameless ways as from a spouse or 
a partner who had limited access to care facilities. In addition, the 
simplistic approach of according individual blame for disease fails to reflect 
that peer group pressure is a major factor in promoting unhealthy 
behaviour. Furthermore, messages from the general culture often directly 
or indirectly promote unhealthy sexual behaviour. 

The health action model (Fig. 1) incorporates features of other 
behavioural models (/—4). It indicates the importance of “drives”, as, for 
example, in the case of an adolescent couple, with a positive attitude to 
using contraceptives, who have unprotected intercourse under the influence 
of a more powerful sex “drive.” This model also indicates the importance 
of ‘facilitating’ factors (e.g., peer pressure to engage in sex to demonstrate 
‘“‘maturity”) and “inhibiting” factors (e.g., fear of pregnancy). These are 
the factors that finally influence whether an intended action is translated 
into actual behaviour. | 

In order to plan educational strategies most effectively, it is useful to 
have some understanding of how knowledge, beliefs, attitudes, etc. are 
acquired during an individual’s lifetime (5—7). One approach would be to. 
develop a description of factors influencing disease acquisition throughout 
life (a ‘‘career line” for sexually transmitted disease). This would provide an 
indication of how parents’ attitudes to sexuality, peer pressures during 
adolescence, and formal sex education programmes at school contribute to 
the young adult’s health and illness behaviour. : 

It is also important to make an assessment of the organization of the 
community and to identify influential leaders who could amplify the 
educational messages. The various community educational resources can 
also be reviewed to ensure that they are used in a coordinated and 
cumulative way for maximum effect. 


Selection and preparation of educational rvessages 


The messages of each programme must take into account the cultural, 
educational, and economic levels of the community and the specific aims of 
the: programme (e.g., to promote prompt medical examination when 
symptoms are present and to promote discriminative sexual contact). 
Messages should be: brief, well-organized, comprehensible to the intended 
target groups, repetitive, specific (i.e., give instructions on what to do and 
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Fig. 1. The health action model 
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not just generalities), and arranged in order of priority (i.e., the main 
message should come first) (8). When available, the help of local teachers 
and communication experts should be sought in order to produce messages 
with the greatest impact. 


Selection of educational methods 


Detailed information on the communication media is not available in 
many countries. None the less, it may be possible to estimate the availability 


28 CONTROL OF SEXUALLY TRANSMITTED DISEASES 


of media and to determine their reach, frequency, and penetration of 
different groups within the community. Messages and educational 
programmes should be developed with the participation of the local leaders. 
The content and: context should be reviewed with these leaders and the 
timing should be negotiated to ensure that the education activities do not 
conflict with important community events. 

(1) Direct teaching methods. The most effective techniques for teaching 
behaviour related to sexually transmitted disease will use non-traditional 
methods: small group work, role playing, and participatory exercises (9). 
Traditional didactic teaching methods are less appropriate for inducing 
changes in attitudes and behaviour. Inducing such changes is affective in 
nature and requires identification with the “‘teacher.”’ Thus, the teachers 
must be skilled, but must also have empathy with the intended audience. 
The methods most widely applicable in health facilities are individual 
counselling and persuasion, and small group discussions. In such a setting, 
“experts” providing technical information will be less effective than an 
empathetic teacher in inducing changes in attitude and behaviour. 

To support the information in the discussion sessions, visual aids or 
audiovisual material can be very helpful. Such materials must be clearly 
and simply designed, and should avoid technical language that might 
reduce audience interest. In all presentations a question period will allow 
participants to raise worries or doubts and clarify areas of uncertainty. 

(2) Mass media. Research findings consistently show that the mass 
media, newspapers, radio, television, etc., can be effectively used to support 
or facilitate other health promotion methods. They are less effective as 
isolated methods. | 

Mass media education has one obvious advantage over other techniques: 
it is theoretically possible to influence large numbers of people simul- 
taneously. The major disadvantage, however, is the fact that it is not 
possible to obtain immediate feedback or to vary the content of the 
message or its mode of delivery in response to clients’ reactions. Mass 
media may be useful for providing relatively simple messages or for 
“agenda setting” but will not change attitudes or promote behaviour that 
involves undue effort, discomfort, or requires the individual to foresake 
pleasurable pursuits (/0). The use of the mass media may also generate 
unwanted side-effects such as inappropriate anxiety resulting in clinic 
attendances that overwhelm the limited facilities available; or potentially 
worse, such anxiety may make the individual afraid of seeking advice and 
treatment. 

Mass media campaigns will also convince the decision-makers who 
secured the resources for the programme that it is being carried out. 

(3) Magazines. Popular magazisies provide a potentially valuable source 
of information on sexually transmitted diseases. Magazine advisers on “‘life 
problems” receive large numbers of letters that clearly illustrate the 
inadequacies of current sex education (//). The use of “girlie” magazines or 
publications for homosexuals asa way of reaching at-risk groups was 
viewed favourably in comparative reviews of sexually transmitted disease 
education in London and New York (12). 
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The value of comic strips to appeal to at-risk youth should not be 
ignored. Recent evaluation of comic strips in the context of sex education 
has been generally favourable (/3). : 

(4) Telephone “hot lines’. The use of telephone services providing 
prerecorded messages may sometimes be useful. A telephone service 
provided in London in the early 1970s received 367267 calls during a 
period of 10 months (/4). In a more recent study in Rotterdam (/5)-72 536 
calls were received during a period of 15 weeks and the authors argued that 
the system produced an 11% increase in clinic attendance. Of course, this 
outcome would be counterproductive unless those attending the clinics had 
a reasonably high rate of infection. Other telephone services use trained 
volunteers able to provide information for each individual and appropriate 
referral alternatives (/6). 

(5) Other methods and combinations. It is important to use the wide 
range of existing media selectively and intelligently and to match the needs 
of both the teacher and the learner. Alternative media may be effective as 
adjuncts to other educational strategies. The V.D. Education Unit in New 
York City reported the effective use of.a variety of media: radio messages, 
bumper stickers for taxis, matchbooks with messages distributed in high- 
risk localities, a pop record called “Love pollution,” and free condom gift 
certificates (/2). 

Since community readiness and rates of adoption of health messages 
vary for. different population strata, it may be desirable to develop a 
multimedia approach. The comprehensive, integrated programme in Costa 
Rica which included newspapers, radio and television messages, audiovisual 
materials, conferences, posters, and illustrated pamphlets for distribution to 
schools, colleges, universities, health centres, and hospitals is another 
example of this approach (/7). Such a multi-media approach should be 
used whenever possible. 


Selection of the agents and agencies for health promotion 


Health education and health promotion should be undertaken by agents 
accepted by the community, such as respected leaders, local teachers, health 
providers, etc. Education agencies -often include: 


(1) The school. The school can be viewed as the potential primary 
preventive agency. The differences in school systems both within and 
between countries will determine whether schools are used to provide health 
promotion programmes related to the control of sexually transmitted 
disease. When health agencies and the school collaborate closely in 
producing coherent health education programmes, the results can be most 
‘satisfactory. 

(2) Medical services. Whether the services specific for sexually transmit- 
ted diseases are provided in specialist clinics or at the primary care level, it 
is essential that all personnel who have patient contact, such as clinicians, 
auxiliary staff, social workers, and receptionists, are’ involved in the 
educational effort. Such personnel may need additional training to enable 
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them to fulfil their role as teachers. In addition to the educational, 
counselling and social-interaction skills and techniques which must be 
mastered, the personnel must also be encouraged to adopt a positive 
attitude towards their education duties. 

(3) Others. Direct educational messages may be conveyed by other 
influential leaders or agents in the community. The impact of educational 
activities largely depends on the personal characteristics of the teacher. If 
the teacher appears to have several characteristics in common with those at 
whom the message is directed such as social status, ethnic or religious 
background, then he or she is more likely to be influential (18). However, 
those lacking such common characteristics may still be influential if they 
are sympathetic and understanding in their approach. 


Development, of community outreach activities 


Outreach programmes ensure that the whole population receives the 
educational message and not merely the better-educated, urban populations. 
This is especially important since there are many problems associated with 
sexually transmitted diseases in the rural or peri-urban populations of 
developing countries and amongst the disadvantaged urban populations in 
industrialized nations. The use of community development and ‘“‘outreach”’ 
programmes has achieved success in many health fields (19). For example, 
volunteer peer counsellors in the London “Grapevine” project successfully 
contacted young people—many of whom could not be contacted through 
more formal “establishment” approaches (20). 


Community participation 


Active participation by the community throughout the design and 
implementation of a health programme is vital to its success. This principle 
is particularly relevant to health promotion programmes for sexually 
transmitted disease. A motivated, actively-involved population may help by 
identifying venues for particularly relevant activities and by providing 
financial resources or helpers. For full impact, leaders of community 
opinion must be encouraged to participate and to become spokesmen for 
health promotion. 


Integration of education with other health programmes 


Education programmes for sexually transmitted diseases may have the 
greatest impact when they are an integral part of other programmes. Health 
programmes which may be particularly relevant include family planning, 
mental health, drug programmes, mother-child organizations, general 
community-based programmes, and programmes  ffor juveniles. 
Incorporating education on the subject of sexually transmitted disease into 
these other programmes ensures that the topic is covered and may also 
facilitate its acceptance. However, care must be taken in the design and 
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presentation of such integrated health education programmes so that the 
specific educational messages are not obscured or ignored. 


5.3 Evaluation 


Evaluation is an essential component of any strategy or programme 
(Chapter 15). The process of evaluation may measure changes in disease 
prevalence or incidence, but more typically involves shorter-term measures 
such as changes in behaviour (e.g., compliance); changes in knowledge, 
beliefs, or attitudes; or the acquisition of new skills. Such measures must be 
assessed depending upon the way in which the changes relate to other 
variables and to the ultimate behaviour of individuals. 

Evaluation will measure the extent to which behavioural objectives have 
been achieved, and it may be used as a basis for securing further resources 
for the control programme. More directly, however, evaluation allows the 
identification of performance problems that can lead to programme 
modifications, which will make the programme more effective. 
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Chapter 6. Disease detection 


6.1 Introduction 


Disease detection is an essential part of any control programme. The 
identification of infected individuals combined with rapid treatment will 
reduce the complications of disease and minimize further transmission of 
disease in the community (/). In some circumstances screening and case- 
finding activities may be the first feasible step in a population-based 
control programme for sexually transmitted disease. For example, the 
prevention of the effects of syphilis on pregnancy through antenatal case- 
finding may be selected as the initial priority of a control programme. 
Screening and case-finding activities also allow for a better understanding 
of the nature and magnitude of the disease problem in a particular setting. 

This chapter deals with tests and activities related to screening and 
case-finding programmes, collectively referred to as early disease detection 
programmes. 


6.2 Definitions 
Diagnosis 


Diagnosis of disease in patients who have sought health care involves a 
variety of questions, examinations, and tests; in this way the exact cause of 
their complaint can be established. Early diagnosis (and treatment) is 
extremely important and is determined largely by the quality and quantity 
of available services (Chapter 9). 


Epidemiological surveys 


Epidemiological surveys involve the measurement of demographic, 
social, behavioural, and biological characteristics of samples of carefully 
selected populations during cross-sectional or prevalence studies. Because 
the main objective of the survey is to acquire new knowledge, no direct 
health benefit to the participants is implied, even though persons found to 
have a problem are usually referred for treatment. Surveys indirectly affect 
health; for example by describing the magnitude of the problem in a 
community, epidemiological surveys may lead to more effective control 
programmes (Chapter 2). 

Epidemiological surveys to determine the prevalence of the disease, or 
of risk factors associated with disease, have most often been used for the 
chronic, non-infectious diseases of advanced age (coronary heart disease, 
chronic lung disease, hypertension, etc.) (2). Epidemiological surveys of 
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sexually transmitted diseases in large representative groups of the 
population have rarely been done, exceptions being a recent surveys 
conducted in the United Kingdom (3) and the relevant parts of the periodic 
surveys cafried out by the National Center for Health Statistics in the 
United States of America (4). 7 | . 

Surveys of disease prevalence have been conducted frequently in 
selected population groups known or suspected to be at high risk such as 
prostitutes (5, 6) and homosexuals (7). Such small-scale surveys can provide 
baseline data for considering control measures, particularly screening, for 
these groups. 


Screening 


Screening is the testing, not of carefully selected population samples, 
but of apparently healthy volunteers from the general population for the 
purpose of separating them into groups with high and low probabilities of 
contracting a given disorder. As in the epidemiological survey, the 
encounter is initiated by those who do the tests; the objective is the -early 
detection (and treatment) of disease, with the implicit premise that 
volunteers will benefit from the screening programme. An example of 
screening for a sexually transmitted disease is serological testing for syphilis 
in military recruits or personal service workers. 

Early detection tests are carried out in many countries. Most of these 
programmes are called “screening” but in fact are based on the case- 
finding principle (see below). Although the distinction between these two 
methods may be conceptually important, both may detect disease and may 
be useful for disease control. In many settings the term “screening” is still 
used to refer to both screening and case-finding activities. 


Case-finding 


Case-finding is a form of disease detection in which individuals seeking 
health care for any reason are given additional tests to detect sexually 
transmitted disease. A traditional example is serological testing for syphilis 
of adult patients admitted to hospitals. As such, case-finding could be 
considered an extension of the clinical evaluation during a_patient- 
generated encounter. 


6.3 Properties of tests used in early detection programmes 


Early detection usually depends upon laboratory tests. The properties 
of the tests and the programmes which use them are extensively discussed 
in epidemiological textbooks (8, 9). These can be summarized as follows 
(see also reference 2): 


(a) Accuracy: ability to give a true measurement of the item being 
tested. 
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(6) Precision: reproducibility in repeated trials. Precision is affected by 
the variation inherent in the method, and the observer variation (10). 

(c) Sensitivity: ability of the test to give a positive result when the 
individual tested has the disease. 

(d) Specificity: ability of the test to give a negative result when the 
individual tested is free of the disease. | 

(e) Validity: the extent to which individuals are rightly identified as 
having or not having the disease. Validity is thus a function of the 
sensitivity and specificity of a test., 

(f) Simplicity: ease of test performance. 

(g) Predictive value: the extent to which a positive test correctly 
identifies a person with disease, also referred to as Bayes’ theorem. While 
validity is an abstract rating of the test, the predictive value describes the 
operational performance of the test within a population ‘that has a 
particular disease prevalence. When prevalence of the disease is low, even a 
highly specific test gives a relatively large number of false positives owing 
to the many non-infected individuals being tested. 

Table 3 shows the predictive values of a positive test with constant and 
high validity, at two levels of disease prevalence, 1% and 20%. When. 
disease prevalence is low, that is 1%, the positive predictive value of this 
highly valid test is 17%; in other words, 5 out of 6 individuals who have a 
positive test do not have the disease. The predictive value increases rapidly 
with increasing disease prevalence so that at 20% prevalence, the predictive 
value of a positive test is 83%, i.e., 83% of persons with a positive test 
have the disease. _ 

(h) Yield: the amount of previously unrecognized disease that is 
diagnosed as a result of the early detection effort. Yield depends on many 
factors including the sensitivity of the test, prevalence of the disease, extent 
of other screening, and the participation of individuals in the detection 
effort. The yield or true discovery rate of the early detection programme 
can be distinguished from those discoveries that merely validate a diagnosis 


Table 3. Predictive values of a positive test with 99% specificity at two levels of 


; prevalence 
DLL LLL LLL tnt 
Prevalence : 
1% 20% 
(@) Number in population 1000 1000 
(6) Diseased 10 200 
(c) Non-diseased 990 800 
(d) True positives 10 (9.9) 198 
(6 x0.99) 
(e) False positives 50 (49.5) 40 
(c x[1-0.95]) 
(f) Total positives 60 238 
(d+) 


(g) Predictive values of 
positive test (d/f) 10 = 17% 198 = 83% 
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in a patient who already received treatment on clinical as well as on 
epidemiological grounds. 


6.4 Principles of early detection of disease 


Some basic principles proposed for large-scale screening programmes 
for chronic disease (J2—15) should be considered when formulating an 
early detection programme for sexually transmitted diseases: (a) the 
condition sought should be an important health problem; (5) there should 
be an accepted treatment for patients with recognized disease; (c) facilities 
for diagnosis and treatment should be available; (d) there should be a 
recognizable latent or early symptomatic stage; (e) there should be a 
suitable test or examination; (/) the test should be acceptable to the 
population (in terms of discomfort, time, etc.); (g) the natural history of 
the condition, including development from latent to overt disease, should 
be adequately understood; (h) the cost of case-finding (including diagnosis 
and treatment of patient diagnosed) should be economically balanced in 
relation to total possible expenditure on medical care; and (i) case-finding 
should be a continuing process and not a “once and for all’’ project. 


6.5 Other considerations for early detection programmes 
Target population 


Before deciding on an early detection programme, the group to be 
screened must be considered further. What population should be screened 
in order to maximize the health benefits of such a control effort? This will 
depend upon the focus of the control programme and the intervention 
efforts. Will the activities have other positive or negative effects on the 
screened population? Thus, disease detection may further stigmatize some 
population groups, e.g., prostitutes; alternatively, identification of disease 
in pregnant women, for example, may help to emphasize that sexually 
transmitted diseases can occur in any group thereby helping to destigmatize 
these diseases. Finally, if early disease detection increases the population’s 
anxiety, demand for health services may suddenly increase. 


Future and scope of the programme 


When an early detection programme that has been successful during 
pilot studies is expanded into a large-scale programme, difficulties will be 
encountered and resource needs will be sizeable. But more importantly, 
when moving from essentially a small research investigation depending on 
a limited number of motivated persons to a routine every-day practice, the 
problems of implementation and of ensuring the continued quality of the 
project may be substantial. 
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6.6 Experiences with screening and case-finding programmes 
Prevalence of disease 


The decision to initiate, continue, or abandon a screening programme is 
often determined by the prevalence of the disease in the population being 
screened. In many industrialized countries the prevalence of syphilis has 
become so low that the cost-effectiveness of serological screening and 
systematic case-finding (e.g., in premarital examinations, prenatal exami- 
nations, and examinations of new admissions to hospitals or clinics) is 
being questioned (/6, 1/7). Similarly, mass case-finding programmes for 
gonorrhoea in women were not implemented in European countries owing 
to the low prevalence of the disease (3). 

The prevalence of disease also affects the predictive value of test results. 
For example, the Wassermann test is known to give at least 0.03% false 
positives (30 false positives in 100000 tests) (/8,/9). In 1940, the 
prevalence of syphilis among draft examinees in the USA was 4530 per 
100000 and in 1977 it fell to 180 per 100000; this results in a predictive 
value of a positive Wassermann test of 99.3% in 1940 and of 85.7% in 
1977, respectively. The prevalence of syphilis in new blood donors in 
Belgium has been reported to be 25 per 100000; therefore, the predictive 
value of a Wassermann test should be 45% in Belgium (20). 


Impact of early detection programmes 


The United States of America initiated a massive gonorrhoea case- 
finding programme in 1972, using cervical cultures as part of an overall 
control programme aimed at changing the incidence of gonorrhoea (2/- 
24). Up to nine million cultures were performed per year, of which 4.5 7a 
were positive. The effect of this large-scale programme has been 
difficult to evaluate. Using an epidemiological model, it was concluded that 
the programme seems to have held the incidence of gonorrhoea at an 
equilibrium 20% below that which would exist without the programme 
(25). In addition, reported incidence rates of gonorrhoea declined 6 % from 
1975 to 1980 (26). Of course, other factors could have been responsible for 
the changes in incidence, such as more adequate treatment based on 
effective treatment recommendations, improved sexual partner referral 
efforts, etc. Visits to doctors for acute pelvic inflammatory disease also 
decreased following the gonorrhoea case-finding programme, but meth- 
odological problems limit the evaluation of this effect (27). 


Yield and cost of programmes 


Yield and cost considerations may be particularly important in 
screening or case-finding activities; selection of the target population may 
greatly influence these factors. During the gonorrhoea programmes (see 
above), the cost per case detected varied from US$25.00 in metropolitan 
venereal disease clinics to US $350.00 in areas of low prevalence (2/). When 
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more selective case-finding was instituted in one programme in 1976, the 
proportion of positive tests increased from 4.5% to 8.1% in one year, and 
the cost per case detected was considerably reduced (22). 

Screening has been considered in some high-risk groups such as 
homosexuals and prostitutes. In many countries Gram Stains for 
gonorrhoea are used in the compulsory screening of legalized or semi- 
legalized prostitutes. The yields are usually low (28) and the impact is 
probably only indirect, i.e., prostitutes become more careful, more 
hygienic, seek medical care earlier, or otherwise treat themselves. The 
usefulness of such compulsory screening with Gram stains is stil] a 
debatable issue. 

Another group at high-risk of infection which has been proposed as a 
target population for future screening is present sufferers from a sexually 
transmitted disease. In one study, in which former patients were re- 
evaluated after a period of several weeks, the cost of detecting a new case 
of gonorrhoea was shown to be US$ 796.00 (21). This particular screening 
activity was not considered cost-effective in the setting where it was 
evaluated. 


Early detection and case management 


If early disease detection is to influence disease control, the infected 
individuals detected by the programme must. receive further management. 
A major problem contributing to the poor cost-effectiveness of screening or 
case-finding for sexually transmitted disease is the low follow-up rate of the 
positive cases detected. The prevalence of gonorrhoea in family planning 
acceptors in Johannesburg was 10.2%, but only 46% of the positive cases 
could be treated (29). In Salisbury (now Harare, Zimbabwe), the prevalence 
of gonorrhoea was 2% in Pregnant women, |1% in gynaecological patients, 
and 12% in family planning patients, but 3 months after these cases were 
detected only 30% of the positive cases had been treated (30). 


6.7 Conclusions 


Screening and case-finding activities define only one aspect of disease 
morbidity and that is prevalence. Prevalence depends both on the incidence 
of the disease and on its duration. Thus, infections of longer duration can 
be easily identified by disease detection programmes. These infections 
include asymptomatic gonococcal or chlamydial genital infections, latent 
syphilis, and carriers of hepatitis B. When early detection programmes are 
introduced, facilities for further diagnosis and treatment must be available. 

The selection of both the target population and the type of detection 
programme should be dictated by the type and importance of the particular 

problem, and the cost and technical feasibility of the intervention. 
Early detection directly influences the duration of infection. Thus, the 
main health benefits may be fewer complications in the individual and 
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his/her offspring. Such detection programmes will reduce disease transmis- 


sion and incidence only if the cases discovered are ‘“‘transmitters” of 
disease. 
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Chapter 7. National treatment 
programmes 


7.1 Introduction 


Early and adequate treatment of patients and their sexual partners is an 
effective way of preventing the trend of increasing antimicrobial resistance 
to the microorganisms which cause sexually transmitted diseases, the spread 
of these diseases, and the development of serious sequelae in individual 
patients. Barriers to the implementation of this strategy include: the 
inability of treatment providers to identify infected persons, the selection of 
ineffective treatment regimens, and the unavailability of treatment for many 
patients and their sexual partners. 

National treatment recommendations are a fundamental part of the 
process of developing a national treatment programme. However, to have a 
substantial effect on disease control, the recommended treatments must be 
used by a large number of those who provide treatment. Unless it is 
ensured that the treatment recommendations are understood and used, they 
will not contribute to disease control. 


7.2 Principles 
Identification and involvement of key decision-makers 


The involvement of numerous decision-makers in the development of a 
national treatment programme will facilitate the subsequent implementation 
of the programme. These people will need to influence the treatment 
providers and mobilize the resources required. 


Definition of the problem 


The magnitude of the treatment problem must be assessed, and the 
proportion of the problem that results from the use of ineffective drug 
regimens or the non-availability of treatment must be established. It will 
also be useful to identify the reasons why different treatment providers use 
ineffective treatments. Other information may clarify how the treatment 
problems contribute to the overall problems caused by sexually transmitted 
diseases; for example, widespread use of ineffective therapy may select for 
progressively more resistant microorganisms. 


Development of a plan 


After establishing the treatment problems faced by a particular 
programme, a plan should be drawn up outlining a treatment programme. 
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The coordinated effort of many groups is essential to the success of the 
programme. The plan should also allow for the evaluation of the 
programme to identify those areas where full programme implementation 
has occurred and to relate these successes to any change in the incidence of 
disease. In addition, the evaluation process can identify remaining problems 
of implementation and help to find ways to overcome these problems. 


7.3 National treatment recommendations 


One successful approach to the development of a national treatment 
programme is to develop standard treatment recommendations and use 
them to define acceptable, effective treatment practices. Other more direct 
methods should also be considered for different settings, for example, 
adopting recommendations from elsewhere and passing these directly to 
treatment providers through a programme of visits. 


Five principles involved in the establishment of treatment recommendations 


(1) A group of experts should consider the available data about treatment. 
Developments in the field have rapidly modified the information used to 
make decisions concerning the treatment for sexually transmitted diseases. 
Consequently, health care practices for these diseases are frequently 
outmoded or haphazard. Health care providers require the assistance of 
such an expert group to review the latest data and to integrate this into a 
coherent treatment strategy. 

(2) Simple, direct approaches to diagnosis and treatment may be more 
feasible and more effective than more sophisticated or complex methods. 
Individual articles, chapters, or books tend to recommend treatment only 
after a specific microbiological etiology has been demonstrated. They 
also tend to recommend Sophisticated, expensive regimens for treatment. 
When a number of experts review this area, they can make recommend- 
ations that are both practical and feasible. 

(3) Treatment standards must be appropriate to the background and 
setting of the health care Providers for whom they are intended. Infected 
patients are treated by a wide variety of health care personnel. Those who 
set the standards must be familiar with the capabilities of the health care 
personnel who treat the majority of patients in order to produce 
appropriate recommendations. 

(4) Epidemiological treatment Should be encouraged and standardized. 
Disease control can be improved by the use of full therapeutic dose 
treatment for selected groups of individuals before the infection is 
specifically identified by laboratory tests. Such groups include those who 
are sexual partners of patients already suffering from a sexually transmitted 


(5) Optimal treatment recommendations transferred from one setting to 
another cannot necessarily be expected to be appropriate to the new situation. 
This transfer of an “ideal” therapy will not be successful unless the 
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resources, availability of drugs, types of health personnel administering the 
drugs, susceptibility of microorganisms, and the capability of the 
recommending officials to influence actual practice are all similar. Care 
should be taken in selecting experts to ensure that they are familiar with the 
country and its clinical practices. They should be encouraged to consider a 
wide range of options. 


Specific methodology 


(1) Selection of experts. Selected experts should represent a variety of 
disciplines (venereology, preventive medicine, primary care, epidemiology, 
clinical specialties, microbiology), and public and private health officials. 
They may be assisted by experts from outside the country. The persons 
selected should be of sufficient academic, scientific, or administrative stature 
to lend credibility to the recommendations. 

Careful consideration should also be given to the personal charac- 
teristics of the expert panel. Since a strict quantitative analysis of the 
treatment problem is not usually possible, the collective judgement of a 
panel of experts assumes great importance. Thus, authoritarian experts 
should not be selected, so that dynamic group discussion can occur. 
Likewise, it is important to select individuals and groups that will aid in the 
dissemination of the recommendations after they have been established. 

(2) Steps prior to a meeting of experts. Organization of the available 
data beforehand is absolutely essential to the success of the meeting. 
Reviews undertaken by other national public health groups (/—3) or by the 
World Health Organization can provide relevant reference material (4—8). 
Any reports by national investigators should be added to the reviews 
mentioned. 

An adequate overview of the problem of sexually transmitted disease 
should emphasize those areas where treatment standards are most 
important. Recommendations can initially be limited to the most common 
diseases which have the most serious consequences and can be treated. It is 
also preferable to draft the recommendations so that they will remain 
appropriate for a substantial period of time. In summary, recommendations 
should be of limited scope and feasible. Such recommendations can be 
modified in the future as changes occur. 

(3) Expert group meeting. The expert group will need to consider 
initially which individuals should receive treatment. In general, patients 
should be treated when their probability of having infection is sufficiently 
high to justify the risks and costs of the treatment. Such treatment criteria 
must be separated from the diagnostic criteria used for the surveillance of 
disease trends. 

The criteria used to define treatment needs may involve a variety of 
parameters (Table 4). The expert group must consider which criteria are 
appropriate for their setting and for the particular care providers within 
that setting. If many care providers do not have access to diagnostic tests, 
treatment recommendations may have to be made for clinical syndromes, 
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Table 4. Possible criteria to define persons in need of treatment 


1) Demographic or geographical criteria . . 
~ high risk for disease defined on the basis of age, race or ethnic group, place of residence, occupation, etc. 


(2) Exposure Criteria an 
high risk for disease defined on the basis of sexual exposure to an infected individual 


(3) Clinical criteria 
high risk for disease defined on the basis of symptoms and/or signs 


(4) Laboratory criteria ; 
high risk for disease defined on the basis of microscopical, serological, or culture tests 


e.g., urethral discharge or genital ulcer disease. Such recommendations will 
need to encompass commen etiologies of these conditions. 

(4) Regimen characteristics. On the basis of the preliminary literature 
survey, the experts should develop an inclusive list of efficacious drug 
regimens for consideration. The appropriateness of each potential drug 
regimen should then be evaluated. This process will often result in the 
reordering of the most appropriate treatments. The characteristics of 
potential treatment regimens to be considered are: availability, convenience, 
effectiveness, cost, and possible side-effects. The availability of drugs is 
influenced by manufacturing and marketing practices, health regulations, 
and distribution systems. If a drug is simply unobtainable, it should not 
appear on the treatment recommendations until it becomes available. 

The convenience of a drug regimen is an extremely important practical 
consideration to be taken into account. For instance, oral single-dose 
regimens are generally more convenient to dispense than parenteral or 
multiple-dose regimens. Other aspects of convenience which also affect the 
utilization of a regimen include Storage requirements, packaging, and 
equipment needed to administer the drug. 

The effectiveness of a regimen is a very complex issue encompassing | 
compliance, achievable serum levels, susceptibility of the organism, and . 
other factors. Multiple-day regimens may be less effective in practice than. 
in clinical studies because of problems of patient compliance. The 
susceptibility of the infecting organism js probably the single most 
important variable. Tremendous geographical variation in antimicrobial 
susceptibility patterns exist for the gonococcus and probably also for other 
causative organisms (9, /0). (The syphilis spirochaete is a notable exception; 
no variation in antimicrobial susceptibility has been identified.) : 

. Consequently, reports of regimen efficacy can be useful only when ‘“_y, 
originate from countries with similar antimicrobial susceptibility patterns. 
For example, gonorrhoea treatment regimens that are effective in European 
countries are often less useful in African countries and of little use in many 
Asian countries. Weight, gastrointestinal or intramuscular absorption of the 
drug, and other health status factors may influence the serum level of the 
drug and thereby determine its effectiveness. Another important aspect of 
effectiveness arises from the fact that patients often have simultaneous 
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infections of two or more sexually transmitted diseases. Drug regimens that 
are effective against commonly coexisting infections, e.g., gonorrhoea and 
chlamydia, will be preferred to those regimens which treat only one 
infection (//). 

The cost of a regimen will always be an important consideration. Since 
the bulk purchase of drugs may reduce costs, the figures used must reflect 
the actual charges made to programmes or patients. Drug costs should 
include the equipment, facilities and personnel needed to administer the 
drugs, and also the cost of the system to procure, store, and distribute the 
drugs. | 

The side-effects of regimens also influence the choice of drugs. Both 
serious life-threatening or permanent adverse effects as well as more 
frequent, bothersome side-effects need to be considered. Each type of side- 
effect will have implications for the treatment programme (e.g., gastro- 
intestinal symptoms of some multiple-day antibiotic regimens may decrease 
compliance). | 

Once each regimen has been carefully characterized, a judgement should 
be made about which regimens are the most appropriate for various groups 
of patients. The groups will include adults in general and special groups 
such as pregnant women, allergic patients, children, newborn infants, and 
sexual partners. For example, pregnant women and young children should 
not receive tetracycline treatment; and only very safe drugs should be used 
to treat sexual partners. . 

(5) Preparation of the recommendations. Treatment recommendations 
should be brief and specific, and any detailed discussion should be reserved 
for. background papers which can be made available upon request. Before 
the recommendations are finalized, they should be widely circulated for 
review and comment, and the expert group should then incorporate any 
relevant changes. 

(6) Dissemination of the recommendations. The most effective means of 
disseminating the final recommendations will depend upon the prevailing 
health care and political system, and the organization of medical education 
within the country. Existing educational structures should be used initially 
before new ones are created. It is best to channel the recommendations 
toward those medical groups, health care organizations, and health care 
providers treating large numbers of patients. The recommendations should 
be published in journals and government publications, and also be 
incorporated into continuing medical education courses. Other methods of 
dissemination unique to an individual country should be exploited. 


7.4 Implementation 


Whatever methods are used to establish a treatment programme, its 
implementation requires the maximum support of treatment providers. Such 
providers need to be trained to use the appropriate regimens for the 
important sexually transmitted diseases. The resources necessary to ensure 
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their training must be made available. In addition, they must have access to 
the required drugs in. adequate quantities. 


7.5 Evaluation 


__ The implementation plan should incorporate methods to evaluate both 
the process and the outcome of the treatment programme. Thus, it will be 
essential to evaluate periodically the degree to which the information has 
reached the target population of providers and whether the providers have 
used the treatments. Overall evaluation of the impact of the programme 
will be more. difficult. However, the effect of the programme on 
antimicrobial susceptibility patterns can be assessed directly using periodic 
surveys. 
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Chapter 8. Contact tracing and patient 
counselling 


8.1 Introduction 


Traditionally, control programmes for sexually transmitted diseases 
have assumed that patients play relatively passive roles in disease control 
and prevention. Efforts to identify and treat the sexual partners of infected 
patients, therefore, involve the health provider interviewing the patient, 
locating the named individuals and ensuring that these individuals are 
examined and treated (/). This process, generally known as contact tracing, 
often involves the active participation of the patient. Instead of relying 
solely on the health worker, the patient may now be encouraged to assume 
responsibility for locating and referring his or her sexual partners. 

The traditional object of contact tracing, to ensure that sexual partners 
are examined, has been expanded in an effort to change the patients’ 
behaviour which affects acquisition and transmission of disease, compliance 
with disease management, and other health and illness behaviours (2). This 
behaviour includes (a) promptly seeking appropriate medical help in 
response to the first symptoms, (5) taking medication as directed, (c) 
returning for follow-up tests, (d) assuring the examination of sexual 
partners, (e) reducing transmission by avoiding exposure until a follow-up 
test is performed or while symptoms are present, and (f) by using 
protection in high-risk settings. 

This chapter discusses contact tracing because this activity is a part of 
control programmes in many different settings. Although its effectiveness is 
not questioned, its cost and feasibility for many settings or many 
subpopulations must be carefully evaluated by programme managers. 
However, even in cases of apparent failure, and before this preventive 
measure is withdrawn, it is essential to ensure that any apparent 
ineffectiveness of contact tracing is not the result of poor performance by 
those responsible for this activity. 


8.2 Types of contact tracing 
Formal contact tracing 


This is a system in which specially trained staff interview patients, obtain 
names and addresses of sexual partners, locate these partners, and offer 
them examination and treatment. The major objective of formal contact 
tracing is to reduce disease transmission by locating the individual who was 
the source of the patient’s infection. During this process, other persons to 
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whom the disease may have been spread will be identified, thus reducing 
subsequent disease transmission and complications. 

It is generally unproductive to use formal contact tracing where sound 
diagnostic procedures are not used. Thus, contact. tracing is not indicated 
for patients without disease or with non-infectious disease (e.g., late 
syphilis). Contact tracing is also less productive with patients whose sexual 
partners are anonymous, e.g., prostitutes and some homosexuals, or if there 
are long delays (months) before the sexual partners can be located, e.g., 
nomadic populations or international travellers. 

Other considerations affecting the use of this method include the cost, 
since this is an expensive form of disease prevention. Thus, comparisons 
must be made with other aspects of the overall disease control since scarce 
resources devoted to contact tracing may have to be diverted from other 
activities, including surveillance, screening, diagnosis, treatment, and 
education. In addition, even when experienced interviewers are readily 
available, they may be more usefully employed in another area of the 
programme. For example, such personnel might be used to elicit 
information about the dynamics of disease dissemination with members of 
priority groups. Such information can then be used as the basis for 
developing new interventions which would be both acceptable to priority. 
groups and effective in disease control. _ 

Finally, programme managers will recognize that under some circum- 
stances, formal contact tracing may prejudice the establishment of a 
rapport between health care workers and their patients. This has occurred 
with some homosexual groups and in communities where the discussion of 
sexual contact is governed by strong negative taboos. | 


Simplified contact tracing 


This refers to a variety of methods by which patients identify, locate, 
and ensure the examination of their own sexual partners without specifically 
naming them to the health worker (3). Many logistic variations exist, each 
designed to increase the effectiveness of | this system or improve its 
evaluation. This system overcomes some of the serious drawbacks of formal 
contact tracing. Simplified contact tracing actively involves the patient in 
the disease control effort, it is inexpensive, acceptable to patients, and 
reserves the limited staff time for other activities. However, the 
shortcomings of such patient contact referral methods include: limited 
effectiveness, evaluation difficulties, and low success rates with unreliable 
patients. 

When such a system is employed, all persons who have had contact with 
the patient should receive the relevant information. This information should 


include the following: 


(a) how the disease is transmitted and its incubation period, 
(5) the period of infectiousness, 


(c) consequences to the health of the patient and partner(s) if not 
treated, 
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(d) information that the sexual partner(s) needs to obtain appropriate 
treatment, | 

(e) the likelihood of asymptomatic infection, 

(f) the necessity of abstaining from sex until the partner obtains a 
medical check-up, and 

(g) a plan of action for each sexual partner. 
The order and manner in which this information is presented will vary in 
each particular case, but will depend on sound educational principles 
(Chapter 5) (4). 


8.3 Role of contact tracing 


Individual case management 


In situations where priority is placed on individual case management, 
some form of contact tracing has a definite role. A component of proper 
case management is the prevention of reinfections resulting from sexual 
intercourse with a partner who had not been identified and treated at the 
time of the first infection. Contact tracing ensures the treatment of such 
partners and therefore it is an essential component of individual case 
management. 


Control activities 


Each programme manager must balance the costs and benefits of 
contact tracing before adopting this control method for the entire 
programme. Under most circumstances some form of simplified contact 
tracing can be proposed because it can result in the treatment of a 
significant number of infected individuals at little cost. Only if a high 
proportion of these “‘contacts’’ were not infected would this method be 
excessively costly to the programme without providing disease control 
benefits. 

Since formal contact tracing is more expensive, this activity can only be 
justified if the located cases are worth the cost of this activity and there are 
no cheaper means available. 

For these reasons formal contact tracing should probably be restricted 
to cases having particular importance or to areas where disease prevalence 
is low. Special situations or groups where this more costly strategy may be 
worth while include: the introduction of a serious disease (e.g., syphilis or 
infection with penicillinase-producing Neisseria gonorrhoeae) into a com- 
munity which was previously unaffected; all penicillinase-producing N. 
gonorrhoeae infections where control. of this disease remains feasible; 
gonococcal pelvic inflammatory disease where a large proportion of the 
infected male partners are free of symptoms (5); females and males with 
repeated infections; female contacts of cases of infectious syphilis; and 
infections of children. | 
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8.4 Selection and training of interviewers 


Selection and training of interviewers will have an important influence on 
the effectiveness of contact tracing. The personal attributes an interviewer 
Should . possess include: an empathetic personality, the ability to com- 
municate with people, and emotional maturity. No prior experience in the 
health care professions or social work is required. Such backgrounds may 
be valuable, but when specific skills are required, new recruits may be 
preferred to than those who would need retraining. Training is provided in 
three principal areas during in-service training courses and in handouts 
including information on sexually transmitted diseases, administrative 
procedures, and human interaction skills. 


8.5 International contact tracing 


Apart from issues of effectiveness, international (or, in federal 
countries, interstate) contact tracing poses an awkward situation if one 
programme feels compelled to respond to the needs of another programme, 
despite major differences in priorities. } 

Many countries do not even have the resources to trace local contacts, 
much less investigate foreign information which may be outdated, 
inaccurate, or irrelevant. Some proponents of this system have clearly not 
considered the need for the cooperation and agreement of participants prior 
to embarking on a costly programme which may have dubious impact and 
create needless ill-will between programmes. This system should be 
restricted to consenting participants and should preferably be mutually 
developed. 


8.6 Evaluation 


The evaluation of contact tracing activities has not resolved the 
uncertainties about its general value. Barriers to the evaluation efforts 
include: 

(1) Widely used criteria of contact tracing effectiveness measure neither 
Process nor outcome, and they are subject to considerable manipulation. 
For example ‘contacts elicited per interview” is not an accurate index of 
the: appropriate process. measure of elicited contacts versus actual contacts. 

(2) In practice, it is extremely difficult to separate the role of contact 
tracing from that..of..many other activities. Thus, outcome measures are 
very difficult, to obtain except in selected situations where the objectives are 
appropriately: limited in scope. | 

(3) Advantages and disadvantages may be impossible to compare. For 
instance, it is uncertain how to compare the possible alienation of a 
homosexual or other high-priority person with the benefits derived from 
eradicating a new outbreak of syphilis or infection with penicillinase- 
producing Neisseria gonorrhoeae (PPNG). i 
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Cost-benefit analyses are particularly difficult to use to assess the value 
of contact tracing. When a disease is common, the cost of detecting an 
individual case may be low. If a given strategy is successful and disease 
prevalence decreases, the cost of detecting each case may increase. Hence 
when a disease problem becomes minimal or when a disease is first 
introduced into a previously unaffected community (where contact tracing 
is indicated and most valuable), the cost of detecting an individual case 
may be enormous. 

A cost-effectiveness approach overcomes. some of these problems, since 
the actual benefit need not be estimated (Chapter 15), rather the costs of 
achieving a desired outcome by two different strategies are compared. This 
type of evaluation is essential in pilot projects before resources are 
committed on a larger scale. 
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Chapter 9. Clinical services 


9.1 Introduction 


Adequate management of patients and their contacts is the chief 
component of the control of sexually transmitted disease. However, clinical 
services vary widely in different settings and are often unable to provide 
appropriate care for patients. It is helpful to examine the use of resources 
(material, personnel, etc.) by the clinical services, accessibility of the 
services, and the population coverage of these services. However, all 
programmes can improve the patient care process, including patient 
evaluation, diagnosis, and management. The resulting improvements 
in the quality of the care will enhance the efficiency of the clinical 
services. 

Some of the most common difficulties encountered in patient care are: 
(a) the disease conditions may not be recognized because health providers 
are not aware of their existence; (b) even when recognized, the problems 
associated with disease may not be adequately evaluated and diagnosed; (c) 
treatments used are often ineffective; (d) efforts to decrease the patient’s 
risk of reinfection are inadequate or non-existent; and (e) evaluation and 
early treatment of sexual partners is frequently not ensured or even 
considered. , 

This chapter discusses the formal clinical services that are a part of the 
health system. These services are more amenable to intervention or control 
by public health officers or programme managers. In many countries the 
majority of patient care services are provided by personnel outside the 
established medical care system. The principles reviewed in this chapter 
could also be adapted and applied to these settings. 


9.2 Principles of management 


Whether patient care is provided by experts at special clinics for 
sexually transmitted diseases with sophisticated laboratory and technical 
support (e.g., as in the United Kingdom) or by primary care workers with 
only limited or no access to laboratory facilities (/) (e.g., many developing 
countries or private practitioners in some developed countries), the 
objectives of clinical management are the same: (a) to determine the specific 
cause, or the most likely etiology, of the patient’s complaint or reason for 
attendance; (b) to provide prompt and appropriate treatment for that 
condition; (c) to detect other infections; (d) to ensure follow-up of the 
patient after treatment to determine if he or she has been cured; (e) to 
manage properly those patients whose treatment failed; (f) to educate the 
patient regarding the nature of the problem and how to avoid reinfection, 
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and advise them to return if symptoms recur; and (g) to encourage the 


attendance of identifiable sexual partners for appropriate evaluation and 
treatment. 


9.3 Practical approaches to management 


Adequate care will mean that the four available strategies for control, 
i.e., health promotion (Chapter 5), disease detection (Chapter 6), treatment 
(Chapter 7), and contact tracing and patient counselling (Chapter 8), will be 
used to varying degrees in most cases. The availability of proper support 
services (Chapters 11, 12, and 13), will enhance the effectiveness, adequacy, 
and quality of care provided. In addition, the information from patient care 
activities will improve the operation of these support services, thereby 
contributing to overall disease control. 


Clinical setting 


Even if new resources are not available to build, remodel, equip, and 
staff clinical facilities, improvements made to the existing clinics may still 
be possible. For example, a patient-flow analysis may result in the more 
efficient use of existing resources (2). Thus, a redistribution of room-use 
may provide increased privacy for patients during interviews and 
examinations; working hours can be changed to improve services for 
employed patients during the evening or early morning hours; assignment 
of specific tasks and clear responsibilities to existing personnel may increase 
their efficiency and decrease staff friction; etc. 


The process of care 


Patients present to clinical services with clinical problems, not diagnoses. 
The effectiveness with which the patients’ problems are resolved and disease 
prevention objectives are met will largely depend on the health provider’s 
clinical acumen (this is a function of training, judgement, and experience), 
interpersonal skills, and the availability of support services. The provider's 
concern is to diagnose the patient’s condition, and to decide upon the 
necessary management, which includes treatment type, follow-up, counsel- 
ling, and outreach efforts. The use of clinical algorithms or patient 
management protocols may be a practical way of providing assistance to 
the clinicians (3, 4) (Annexes 2-4). Protocols can be most useful when 
based on a syndrome, e.g., urethritis, vaginitis, genital ulcers. However, 
protocols can also refer to etiological diagnoses, e.g., gonococcal urethritis, 
for those settings with extensive diagnostic facilities. These protocols 
provide a basis for clarifying personnel roles, for specifying the clinical . 
skills required, and for planning the supplies, supervision, and other 
support needed by the clinical services. 
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The outcome of patient care 


The process of patient care should be concerned with the resulting 
health status of the patient. However, depending on who is assessing the 
outcome of patient care, the “results” may be seen differently: (a) for the 
patient, the major concern is the alleviation of symptoms or resolution of 
his/her problem; (5) for the health provider or. clinician, an acceptable 
outcome may be the correct diagnosis and treatment of a given patient; (c) 
for the clinic administrator, the outcome may be an efficient encounter (in 
terms of time and cost); (d) from the point of view of disease control, 
however, the outcome will include not only the above concerns, but also the 
public health aspects of disease transmission and the prevention of 
complications and sequelae for the individual and the community. In other 
words, the programme manager will wish to ensure that individual 
diagnosis and treatment, patient counselling, and contact tracing were all 
carried out. | 


9.4 Documentation 


The importance of collecting information relating to the process and 
results of patient care cannot be overemphasized. Information gathering 
may be based on a standardized patient record linked to a sophisticated 
computer-assisted system (5), it may be based on a simple daily tally of 
patients and their problems, or it may be a daily log recording patients seen 
and their problems. The simplified data collection methods may include 
such aggregate data as the number of “males with genital ulcer” or 
“women with vaginal discharge” seen and treated. Whatever the level of 
complexity, documentation is essential to ensure effective planning for 
clinical services, continued quality performance, and the tracking of disease 
trends and epidemiology. 


9.5 Evaluation 


The evaluation of clinical services for sexually transmitted disease may 
focus on the structure of the service (by tabulating facilities, personnel and 
their qualifications, and other resources), the process of care (by record 
audit and direct observation), or the outcome of the service (generally by 
record audit). Thus, evaluations of clinical services may be characterized as 
quality assessment and quality assurance (6). 


9.6 Principles for protocol development 
As stated above, one approach to improve clinician or health provider 


performance is to develop and promote the widespread use of patient care 
algorithms for sexually transmitted disease care. 
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Initial efforts to develop protocols for patient care should focus on the 
most common problems, especially those for which diagnostic criteria and 
treatment are standardized. The success of efforts involving the treatment 
of patients by nonspecialists will largely depend on the relevance of 
available protocols to their daily work. Thus, the protocols should 
concentrate on common problems where there is enough information to 
provide a sound basis for the measures outlined. If there are insufficient 
data, priority should be given to obtaining the necessary background 
information. 

Protocols, like treatment recommendations (Chapter 7), should always 
be simple and appropriate to the clinicians who will be using them. Thus, 
protocols requiring diagnostic tests prior to treatment should only be used 
by providers who have access to and actually use such tests. Similarly, 
protocols requiring sophisticated clinical expertise should only be for- 
mulated for those possessing these skills. For example, the ability to 
identify pelvic masses, a useful decision-making point in the care of women 
with lower abdominal pain, should only be used in protocols for those 
providers who possess bimanual examination skills. Likewise, the medi- 
cations, referrals and contact tracing methods suggested in protocols must 
be relevant to the providers and setting in which they will be used. 

All patient care protocols and their implementation must be periodically 
but regularly evaluated. The effectiveness of a protocol in influencing 
treatment can be inferred from its frequency of use. Infrequent use implies 
either that a protocol is unknown or that it is not very useful. A changing 
disease epidemiology and/or the cost or availability of medications, 
diagnostic tests, and referral opportunities all may radically alter the value 
of specific suggestions made in a protocol. Therefore, the protocols need to 
be periodically updated. 


The working group: the development of protocols 


Patient care protocols may be developed and implemented in many 
different ways. A multidisciplinary group is one appropriate forum for the 
development of protocols and the guidelines for their implementation. 

This group would have a variety of tasks. First, it must assem:e and 
analyse data on existing health care practices, the most common clinical 
problems associated with sexually transmitted diseases, and the providers 
who care for patients. Next it will be necessary to identify the evaluation 
techniques and diagnostic tests used by these providers. Finally, the group 
must understand the treatment, counselling, contact tracing, and referral 
practices of providers. 

With this background information the group can define the problems in 
patient care and clarify the clinical focus for protocols and their intended 
users. Technical information on disease etiology, treatment efficacy, etc., 
and practical information (e.g., protocols developed and used in other 
settings) should be sought. Group consensus on protocol design is very 
likely to result in useful, effective, and appropriate strategies when careful 
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attention is paid to the selection of the group members and the collection 
of background information. 


Implementation of patient care protocols 


The working group must also share responsibility for guiding protocol 
implementation. Implementation includes: provision for training or retrain- 
ing health care providers; ensuring the availability of the necessary 
resources; evaluating protocol utility; and modifying protocols on the basis 
of their evaluation. 7 

While the development of protocols is a difficult process, their adoption 
from other settings is usually unwise. First, the technical utility of any 
protocol depends on its implementation within a particular health care 
system to manage a specific problem. Unless the health care system and the 
disease epidemiology of the two settings are very similar, the “borrowed” 
protocol is likely to be inappropriate. Furthermore, the degree to which 
decision-makers support the implementation of any procedural change is 
directly related to their degree of involvement in developing the new policy. 
Hence, adoption of a protocol from elsewhere usually results in reduced 
commitment to its implementation. 


Evaluation of patient care protocols 


A good protocol is one that is used and guides the health provider 
through the process of patient management. However, the ultimate 
evaluation lies in the resulting health status of the patient. Examples of 
protocols developed for particular settings are included in Annexes 2-4. 
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PART Ill 
SUPPORT COMPONENTS 


As the focus of a control programme becomes increasingly concentrated 
on the principal health issues related to sexually transmitted diseases and 
identifies priority groups, the most appropriate intervention strategies will 
be more clearly delineated. Likewise, as experience with these interventions 
develops: and their direction becomes more apparent, the specific roles of 
the various support components will become clearer. In addition, as 
support components evolve they can indicate new approaches for existing 
interventions, making them even more effective. 

Thus, a prevention centre for sexually transmitted diseases (Chapter 10) 
provides the multidisciplinary expertise necessary for an effective pro- 
gramme. Furthermore, as a focus for the development and testing of new 
disease detection methods and patient management protocols, this 
component can directly contribute to control programme plans. 

Similarly, a well-developed information system (Chapter 11) will. 
enhance the programme by documenting disease and activity trends ° 
efficiently and accurately. The innovative use of available information will 
clarify. the principal health issues of the diseases and will aid in the 
identification of priority groups. Since these health issues and priority 
groups undergo revision, rapid use of data may be crucial to programme 
efficiency and effectiveness. 

Professional training (Chapter 12) or the training of health workers is 
an important aspect in developing personnel skills for control activities. As 
training expertise improves and programme expectations increase, the skills 
that are vital to control will be more clearly delineated for a variety of 
health workers. The training process is a cooperative effort of programme 
managers and trainers who together identify programme performance 
problems and clarify those that are due to a lack of skills. 

The laboratory system (Chapter 13) is important for surveillance 
activities, the development of treatment recommendations and patient 
management protocols, disease detection efforts, and often the diagnosis of 
individual cases. As this system improves, new opportunities for disease 
intervention will develop. Thus, testing antenatal patients for syphilis can 
only be undertaken as an intervention when serological testing becomes 
generally available. 
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Chapter 10. Centres for prevention of 
sexually transmitted diseases 


10.1 Introduction 


Effective control programmes coordinate many different disciplines and 
activities. A disease prevention centre has an important place in the 
integration of numerous functions: improving clinical care, improving 
laboratory diagnosis, developing programmes for the training of health care 
personnel, and performing relevant operational research. 

The prevention centre should be the central point for all activities 
relating to sexually transmitted diseases. Its size and geographical 
localization are not important. The expertise needed for the centre to 
function effectively includes a mixture of clinical, epidemiological, 
laboratory, and social science skills, although none of these are an absolute 
requirement. Local exigencies will dictate the mixture of expertise required. 


10.2 Functions of the centre 
Improving clinical care. 


The prevention centre should assist in the effort to ensure that clinical 
care for patients with sexually transmitted diseases is effective. This may 
involve widely different settings for health care delivery, ranging from 
the primary care level to special clinics, and different specific national 
priorities for control. In all of these activities, the prevention centre should 
involve potential users in the development of activities and should test 
protocols prior to their official acceptance. The following are the tasks the 
centre will have to carry out: 


(1) Identify the providers of care and determine their practices. This 
profile of practices and providers can be detailed to completely describe the 
setting as was done in Séattle (/, 2). In other situations, a survey can focus 
on “special clinics”, particularly when most care is provided in such 
facilities (3,4). Less formal approaches may be more appropriate in 
developing nations and could include infirmary reviews, discussions with 
key villagers, and selected patient surveys. 

(2) Develop protocols for the clinical evaluation and follow-up of 
patients. Protocols should be developed which encompass history taking, 
physical examination, taking of specimens, and interpreting and recording 
results. These protocols should be based on the common disease 
presentations. Several different versions may be necessary for care providers 
with different training, skills, and resources. 


59 


60 CONTROL OF SEXUALLY TRANSMITTED DISEASES 


(3) Make public the treatment recommendations for the sexually 
transmitted diseases of major concern. Though some nations have developed 
treatment guidelines for these diseases none may be appropriate per se in 
other countries (Chapter 7). Treatment will be determined by the resources 
available and logistic considerations, and by the cultural features and 
specific epidemiological circumstances of the country. The centre can 
greatly assist in guideline development, with operational research, and in 
the promulgation of guidelines once developed, through its training and 
standard-setting roles. 

(4) Determine appropriate approaches to patient counselling and contact 
tracing for the clinical care system (see Chapter 8). A wide choice of 
methods are available for counselling and contact tracing procedures. 
Methods must be tailored to the specific circumstances. In industrialized 
nations, a complex computer-based system may be feasible for patient 
tracking. In some nations, individual patient follow-up may not be possible 
on any level. 


Improving laboratory diagnostic support 


In conjunction with the laboratory service system the prevention centre 
can set the diagnostic standards and specify the laboratory needs for 
patient care. The centre can also provide the necessary support for the 
laboratory system. This will involve: 


(1) Identifying the laboratory tests that should be routinely available for 
patient care. Patient care protocols will specify laboratory tests for the 
various problems at each particular level of care. The parallel development | 
of clinical skills and laboratory tests will ensure that the protocols are 
useful. 

(2) Assisting in the development of appropriate diagnostic tests where 
none exist at present. The rapid plasma-reagin card test (RPR) was 
developed as a syphilis screening test that is rapid and requires minimal 
laboratory sophistication, a need which was_ identified by control 
programmes (see Annex 1). Likewise, selective media were needed to 
culture the organisms causing gonorrhoea in order to further gonorrhoea 
control efforts (6). The centre. facilitates laboratory development by 
specifying needs and by providing operational research opportunities. 

(3) Cooperating with the laboratory system to assess resource needs, 
document test procedures, and develop continuous evaluation methods for 
diagnostic tests. A system will also be needed so that problematical 
diagnostic specimens can be referred. 


Developing training programmes 


The role of the centre in establishing standards for clinical and 
laboratory services is intimately linked to its training function. Appropriate 
patient care protocols are a basis for specifying the responsibilities of 
various health workers. Such an analysis leads directly to the objectives for 
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training these personnel and for evaluating their performance after training. 
Similarly, training for laboratory personnel can be based on the specified 
routine tests to be performed. The training efforts of the centre should 
include provision for health workers at. all levels. : 

In addition to these training functions, the prevention centre should 
assume responsibility for disseminating information to all who are 
interested in sexually transmitted diseases. The topics covered should 
include updates on disease trends, epidemiology, diagnostic procedures, 
treatment recommendations, contact tracing, and effective methods of 
patient education. Since this information is intended for a variety of 
audiences, several different formats will be necessary. Press releases, for 
example, reach a broad spectrum of individuals and may greatly assist in 
mobilizing public support for disease control efforts. Publications of all 
kinds including medical’ and paramedical journals, ministry of health 
reports, surveillance reports, and other special publications for health 
workers should be used to inform colleagues. Presentations to various lay 
and health-worker groups will also assist in highlighting topics related to 
sexually transmitted diseases and the plans for control. 


Developing operational research 


Finally, the centre is in an ideal position to identify, conduct, and 
analyse special studies needed to support the control programme. Its 
multidisciplinary structure (with epidemiological, clinical, and laboratory 
expertise) is geared to assessing the multiple aspects of control given below: 


(1) Clinical studies. The centre should design operational research 
studies to evaluate diagnostic procedures and treatment recommendations. 
These studies begin with the assessment of current diagnostic and treatment 
practices used by most care providers. Subsequent studies can evaluate 
these practices and modifications to obtain feasible, acceptable standards. 
Intervention strategies must be studied in order to ensure that they are 
appropriate and effective (7). Surveillance of trends in gonococcal 
susceptibilities (8) and prevalence of penicillinase-producing gonococci (9) 
can easily be conducted at existing clinics. Of equal importance are studies 
designed to identify the methods that are effective in obtaining the referral 
of sexual partners and which help patients to adopt preventive health 
behaviour (JO)... 

(2) Epidemiological studies. For epidemiological studies, an accurate 
assessment of the incidence of sexually transmitted disease can be based 
upon a selected sample of facilities with diagnostic and data collection 
capabilities. Particular emphasis should be placed on studying disease 
problems at the primary health care level. Point-prevalence studies of 
selected groups (e.g., pregnant women, prostitutes, military personnel, and 
students) for infection or seroreactivity may be useful. Case-control or 
cohort studies may provide more useful information and should be 
introduced if resources and expertise permit. Studies to evaluate the impact 
of pilot .control efforts will be required. 
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Managing specialized clinics 


A clinic for sexually transmitted diseases, sponsored and managed by 
the prevention centre, may enhance many of the centre’s functions. Direct 
patient care experience will facilitate protocol development (//) and small- 
scale evaluations prior to field testing. Laboratory development will be 
aided by direct experience with a clinic laboratory, which would provide 
correlations between clinical and laboratory data. These laboratory and 
clinical resources may support some operational and epidemiological 
research needs of the control programme. Training activities will also 
benefit from the existence of a special clinic. The assistance of experienced 
clinic personnel will be invaluable for the trainers when preparing curricula 


and programmes for health personnel. 

A cautionary note—a clinic can be an asset to the overall efforts of the 
prevention centre, but may pose two problems: (1) the patient population 
in a specialized clinic may not be representative of the total population; 
(2) the clinic tends to absorb resources and may become the central focus 
of the control activities, to the exclusion of other functions and other 
geographical areas. Planners must guard against the isolation and elitism 
that can result when there is a single central clinic. The prevention centre is 
a mixture of elements, with no absolute requirements, but with a mandate 
to consider the overall problem. 
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Chapter 11. Information systems 


11.1 Introduction 


The term “information system’? encompasses everything from high 
speed communications and electronic data processing to oral tradition. 
However, some type of system at whatever level is a prerequisite for 
effective programme planning, coordination, budgeting, monitoring, and 
evaluation. The choice of an information system depends on the resources, 
and the costs and programme benefits of the alternatives. The “‘correct” 
choice is the one that uses a technology appropriate to local circumstances. 


11.2 Types of system 


The first objective of a data system is to define the size of the problem 
and its distribution in time, place, and person. Three types of data system 
can interact for this purpose: clinician notification, laboratory notification, 
and sentinel and ad hoc surveillance. The second important task is a 
management-oriented information system (MIS) that focuses on the process 
of control rather than the epidemiology of disease. This system attempts to 
answer three questions: (a) What is being done? (b) Does it have the 
desired effect? (c) What happens when it is changed? 

The following sections ‘discuss briefly the nature and purpose of 
information systems for sexually transmitted diseases. Design features are 
not included, not only because of their overwhelming detail, but to stress 
the importance of local resources and logistics in finding appropriate 
solutions. 


11.3 Systems for epidemiology 
Clinician notification 


A variety of clinicians see patients suffering from sexually transmitted 
diseases (specialists in venereology, other specialists, general practitioners, 
non-physician clinicians, etc.), and are therefore potential reporters of 
disease cases. The precision and detail of the notification is a function of 
the interest and sophistication of the clinician. On all levels, however, 
regular notification will occur only if the system is simple and provides for 
periodic feedback to the clinicians. 

When developing a notification system for the programme, managers 
must identify: the providers; the data which are feasible for them to 
provide; the transmittal method; the data users, and feedback systems to 
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the provider. Simplified notification systems have been proposed for and 
used by providers in areas without access to diagnostic tests (2, 3). These 
suggest that notifications.can be subdivided by sex (male, female), by large 
age-groups (under 15, 15-29, 30 years and over) and by syndrome 
(urethral discharge, vaginal discharge, genital ulcer). In contrast, in the 
United Kingdom, clinics report a wide variety of specific diagnostic 
categories by sex and by 5-year age-groups (4). Obviously the latter 
notification system provides more precise epidemiological detail but 
requires sophisticated clinical and laboratory services and substantial data 
collection resources. : | | 

At these extremes, the notification system has been developed to meet 
the needs of a particular setting. The simplified system used in Swaziland 
allows calculation of the occurrence of sexually transmitted disease in a 
population, and projection of the medication supplies required for health 
units (5). The detailed information available in the United Kingdom allows 
the venereologist to measure disease trends more precisely. In both settings 
these data are also used as the basis of public information exercises. Thus, 
the simplified system is just as useful for assessing disease trends and 
providing management information in those areas where it is the 
appropriate system to be used. The quality of a system does not depend on 
the technology used but is related to the thoroughness with which the 
required data are obtained, the accessibility of the data, and the usefulness 
of the information to programme managers. 

In any system, some attention must be paid to certain epidemiological 
problems. For example, some workers have emphasized the importance of 
Separating the number of disease cases from the number of patients with 
sexually transmitted disease (6). Patients may have several concurrent 
infections, multiple episodes of one or more diseases within a given time 
period, or may have a relapsing infection. This Over-representation of 
individuals may obscure both the actual Situation with regard to the 
correct epidemiology of the diseases and the target groups involved in 
disease transmission. Computerized data systems with unique patient 
identifiers and record linkage may solve some of these problems (7), but a 
well-designed manual system can also avoid some of the epidemiological 
distortion. , 

Another important pitfall is the misclassification of sexual partners who 
receive treatment without diagnosis. Counting these individuals as either 
cases or as having “other conditions requiring treatment” obscures 
important aspects of disease control (4). The common denominator for 
these, and a variety of other epidemiological mishaps, is a failure to obtain 
a consensus on case definition and reporting convention at the outset and a 
failure to reconsider these aspects periodically. - 


Laboratory notification 
Though laboratory confirmation of cases is ideal, a separate, parallel 


laboratory and clinical notification system can result in duplication and 
may require the linking of records to avoid this problem. Either the 
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clinician or the laboratory staff, preferably the former, should assume 
responsibility for the official notification system. ) 

On the other hand, the laboratory may provide important adjuncts to 
official reporting. The number of positive isolates, positive serological tests, 
and specimens processed is a useful indicator of overall activity and a 
cross-check on official notification. If more sophisticated data processing is 
available, a one-to-one correlation may be undertaken (e.g., syphilis 
registries in the USA) between laboratory reports and official’ notification. 
Laboratory reporting has its greatest impact in the rapid identification of 
microbiological changes (e.g., the emergence of penicillinase-producing 
Neisseria gonorrhoeae (PPNG)) and the periodic monitoring of anti- 
microbial susceptibility patterns. 

Finally, laboratory surveillance can be used as a check on clinical 
activity, through smear-culture correlation and comparisons between clinics 
and clinicians. Thus, the laboratory may provide a sensitive early warning 
system of changes in clinical practice or breaks in technique. 


Sentinel and ad hoc surveillance 


No routine notification system identifies all cases of infection. A 
method for identifying the notification biases is also required in order to 
extrapolate the results obtained to the entire’ population. Sentinel 
surveillance systems and/or ad hoc surveys can be used to identify these 
reporting biases, supplementing the notifications received. Such methods 
may even be an alternative to routine reporting since, in some settings, 
such periodic efforts may be less costly than developing and maintaining an 
ongoing notification system. 

(1) Sentinel surveillance. Sentinel surveillance is the identification of 
representative health care facilities that perform pre-defined disease tests on 
their patients and report the results to the control programme. Selection of 
the sentinel facilities, the tests to be done, and the reporting format will 
depend upon the setting. If the system is established with care it will be 
possible to estimate from the data the disease prevalence in the population. 
The advantages of such a system are that the number of providers is 
limited, reporting biases are minimized, and feedback of information to the 
providers is simplified. 

Such sentinel surveillance facilities could ultimately be expanded to 
provide more detailed information than is feasible in_ traditional 
notification systems. Finally, these sentinel sites could be developed into a 
system providing useful information concerning protocol effectiveness, 
treatment efficacy, and antimicrobial monitoring (8). 

Surveillance systems developed for other purposes may be utilized as 
well. For example, in the United States of America the hospital discharge 
summary data provide an ongoing measure of pelvic inflammatory disease 
in the whole country (9). Such discharge summaries may also be used to 
follow trends of ectopic pregnancies and other conditions. 

(2) Ad hoc surveys. Periodic surveys may also be used to supplement 
other data sources. Thus, for example, periodic surveys conducted in 
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Swaziland enabled programme managers to identify etiological diagnoses 
among patients with urethral discharge, vaginal discharge, or genital ulcer 
disease (3, 10). Other ad hoc surveys have identified the etiology of acute 
pelvic inflammatory disease, clearly documenting the gonococcus as an 
important cause of this syndrome (//, /2). | . 

Population-based sample surveys may also be used to identify the true 
distribution of disease in a particular setting. Such surveys are very 
expensive and are generally of limited use for sexually transmitted disease 
programmes. However, when other surveys are being conducted, the 
addition of related items may be feasible. Such opportunities should be 
used whenever possible. 


11.4 Systems for management 


Information systems useful to the control programme need to identify 
not only the status of disease and disease trends, but also the processes of 
the control programme itself. In fact, measures of the process may be more 
useful to programme managers than measures of the outcome. To be 
effective, the information system must provide timely information to 
correct deficiencies and reward competence. 

The inputs for this system (7) may be as detailed as circumstances 
permit but should include information on activities, resource utilization, 
and task accomplishment of programme personnel. The outputs should be 
related to predefined programme goals, and the designers should attempt to 
produce questions for which there is a single answer (How many cases were 
interviewed and dispositioned? How many villages were visited? How many 
culture plates were contaminated? etc.). In any setting, the system should 
be built around a small number. of questions that have to be answered. 
Even if data processing resources are available, the information system 
Should be expanded with care and only when this expansion can be shown 
to be useful to the control effort. 
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Chapter 12. Professional training 


12.1 Introduction 


Over the last two decades, the training of medical personnel in the 
diagnosis, treatment, and prevention of sexually transmitted diseases has 
not kept pace with. the observed increase in the incidence of these diseases 
in most countries. Currently, in both industrialized and developing nations, 
training ranges from inadequate to non-existent (/—3). 

The problems are complex. The spectrum of health personnel involved 
in disease control depends largely on the organization of the health services. 
Some countries have a well-established network of clinics, and the majority 
of patients are treated by physicians under the supervision of a trained 
venereologist. In other countries, general practitioners and medical 
specialists other than venereologists treat. the majority of patients, often in 
their private practices. In most developing countries there is a general 
shortage of physicians and most cases are treated by nurses, paramedical 
personnel, pharmacists, and traditional healers. 

Thus, the development of training mist be linked to the social setting, 
the pre-existing system for medical care, and the established mechanisms 
for medical training. An incremental approach, with specific definable goals, 
is required for the gradual assimilation of the principles of the control of 
sexually transmitted disease by the medical community. 


12.2 Academic training 
Medical school training 


Instruction in the management and control of sexually transmitted 
diseases should be included in any medical school curriculum. A minimum 
of 20 hours of training in venereology should include lectures and seminars, 
Cuipatient sessions, microbiological and serological demonstrations, discus- 
sions with contact tracers and social workers, and formal lectures in 
epidemiology and methods of control (J). The teaching should include an 
appreciation of the broad spectrum of human sexual relationships and as 
much patient contact as possible. 

Case studies are useful and role-playing exercises in which the student 
can participate both as interviewer and as patient are valuable in providing 
a controlled setting for the early stages of learning (4). The study of these 
diseases can be made part of a comprehensive training in human sexu- 
ality, which should include family planning, contraception, the varieties 
of sexual expression, and the psychological foundation for sexual 
counselling. 
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In many parts of the world, venereology is considered a minor subject, 
divided among dermatologists, urologists, and gynaecologists (5). In the 
United Kingdom, sexually transmitted diseases are the responsibility of the | 
venereologist, who coordinates a multidisciplinary team. In countries where | 
this integrating role is not filled by a venereologist, the identification of and 
agreement on a coordinating faculty member may be difficult. This role 
could be assumed, for example, by the person responsible for training in 
general practice, community medicine, infectious diseases, or human 
sexuality. 


Paramedical school training 


In developing countries the majority of patients are seen, evaluated, and 
treated by auxiliary health workers, i.e., nurses, pharmacists, medical 
auxiliaries, laboratory technicians, health inspectors, social workers, etc. It 
is crucial that theoretical and practical instruction in the paramedical 
institutions bear a realistic relationship to their future facilities and role. 

Organized instruction should include the diagnosis and management of 
the diseases, epidemiology and control, and organization of services where 
the student will work. Auxiliary personnel should also be taught the basic 
principles of contact tracing and the use and operation of standing orders 
to assist in unsupervised patient management. The provision of concise, 
well-illustrated instruction manuals, algorithms, charts, slides, etc., is 
usually of great help. Such aids should be selected for their relevance to the 
cultural background of the students, as well as for their appropriateness to 
the course and available facilities. 


Postgraduate training 


The United Kingdom is probably the only major country in the world 
where venereology is recognized and practiced as a separate specialty 
(1, 6). Consequently, the specialist training there is the best organized. The 
need for a recognized diploma in venereology and genitourinary medicine 
(1) has led to the development of two full-time, 3-month courses in the 
United Kingdom (in Liverpool and London) (6). Other countries have 
organized postgraduate courses as well. A vigorous postgraduate training 
programme can modify patient care practices of clinicians, including sexual 
partner care. The training can also result in improved notification by 
practising clinicians and a heightened awareness of the problem. An 
attempt should be made to ensure that this training reaches practising 
clinicians in remote areas as well as those located near the training 
institution. In addition, the control programme should ideally become 
integrated into all types of continuing education systems. 


In-service training 


Although formal academic programmes are important, they cannot 
replace the less formal in-service refresher training that occurs at the work 
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place. A variety of formats of this type of training are available, including 
the travelling seminar, local publications, exchange of personnel, radio or 
television programmes, etc. The training can be geared to the professional 
level and expertise of the audience (e.g., physician, nurse, medical assistant), 
and should be open to other health care workers in the area who might be 
involved with some aspect of sexually transmitted diseases. If feasible, it is 
recommended that a regular and repeated programme is planned for in- 
service training, to maintain interest and continuing expectations (7, 8). 

In many developing countries, the key people to whom in-service 
training must be directed are primary health care workers and their 
supervisors (9—//). Since these workers may provide care for most of the 
nation, integration of work associated with sexually transmitted diseases 
into their activities becomes a prime focus for the control effort. 

Finally, although this chapter has concentrated on the training of 
clinicians, other groups including laboratory workers (see Chapter 13), 
managers, field investigators, and health educators, should also be 
considered in overall training programmes. For each group, the develop- 
ment of formal educational systems and ongoing in-service training is 
indispensable for an effective control programme. 


12.3 Overall strategy 


To implement its training requirements, the control programme should 
consider the following elements: 


(1) The first priority is the training of the staff of the prevention centre 
to form a group of competent and well-motivated individuals to undertake 
much of the planning and implementation of the programme. Training 
should focus on simple ways of measuring the magnitude of the problem, 
setting specific goals, and specifying the needs and plans appropriate to the 
country. 

(2) National training activities should commence as soon as a national 
control programme has been formulated, the technologies to be applied at 
the various levels of the health service have been decided upon, and 
training objectives for the various categories of health personnel identified. 

(3) Training should be practical and relevant to the environment in 
which health workers will be exercising their newly-acquired skills. Thus, 
national training capacities should be rapidly developed, in cooperation 
with regional and international resources. 

(4) To promote interaction among physicians, laboratory workers, and 
peripheral health workers, it is crucial that group educational activities 
should provide the opportunity for an exchange of ideas. 

(5) Students in all medical schools should receive training in a clinic for 
sexually transmitted diseases, with the specialist responsible for the care of 
patients serving as their teacher. 

(6) Special emphasis should be put on teaching obstetrician gynaecol- 
ogists and paediatricians to recognize sexually transmitted diseases and to 
be aware of their consequences for their patients. 
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Chapter 13. Laboratory services 


13.1 Introduction 


Laboratory services are an integral part of all control programmes. 
While a few countries have specific laboratory support for their control 
programmes, most provide these services through the general laboratory 
system. 

Laboratory services perform diagnostic tests which aid individual case 
management. Screening and case-finding activities usually depend on 
laboratory tests. Furthermore, laboratory services are an essential support 
for identifying the disease problem, clarifying its distribution, developing 
new control technologies, and monitoring disease trends. 


13.2 Barriers 


Several barriers impede the development of effective laboratory services 
for the control of sexually transmitted disease. The most important 
problem in many countries is the limited funds allocated for laboratory 
services and the low prestige accorded to laboratory medicine. In addition, 
other programmes competing for these scarce resources are often given 
priority. Staffing is often inadequate both in numbers and the skills 
required to perform the required tests. Similarly, equipment is frequently 
lacking or cannot be used because repairs are not carried out. Reagents are 
often imported, expensive, and in short supply. 

Barriers are also created by poor planning. A’ lack of coordination 
between the control programme and the laboratory system hamper the 
effective use of those laboratory services that are available. Thus, the 
laboratory services available may be inappropriate to the purposes of the 
programme because the tests are unhelpful, results are excessively delayed, 
or tests are unavailable where most patient-care decisions. are made. 
Finally, in the absence of coordinated planning, laboratory services support 
may not be available for those special studies that are required to define 
the disease problem and to develop appropriate control strategies. 


13.3 Responsibilities 


A distinction should be made between specialized laboratory services 
provided by the prevention centre and the routine patient care and 
screening services provided’ by the general laboratory system. The former 
emphasize developmental work; the latter concentrate on the laboratory 
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support needs of the care providers vis a vis the control of sexually 
transmitted diseases. 


13.4 Programme planning 


Managers of the control programme and the laboratory system must 
jointly review disease problems and develop programme objectives. Such a 
review should include an assessment of the resources available within the 
health system for laboratory services. First, managers need to examine 
their priorities so that they can determine what laboratory services can ove 
supported within the existing budgets. When adequate funds are not 
available, managers must endeavour to obtain new resources. 

Control strategies should be described in sufficient detail so that precise 
task descriptions can be produced for all levels of health care providers. 
The plan must make clear which routine diagnostic services will be 
available for control purposes at which facilities. This joint planning must 
include provision for cases where management is based on clinical or 
epidemiological assessment and does not depend upon the use of diagnostic 
tests. In these situations, the success or failure of such schemes must be 
periodically assessed. These evaluations will provide both data and an 
opportunity to review whether the scheme should be continued or whether 
diagnostic tests should now be made available. 


13.5 Implementation 


The manager of the laboratory system will be responsible for 
implementing the diagnostic tests that have been agreed upon. Precise 
descriptions of the test procedures, including quality control methods, must 
be recorded and -laboratory personnel responsible for performing or 
supervising the tests should, therefore be trained in record-keeping. 

As resources become available, the manager must plan for the 
incorporation of new tests into the system. Using the procedure 
descriptions, managers can derive a specific task description for each 
laboratory worker, and incorporate appropriate training of personnel in 
the necessary skills. Supervisory personnel must also become familiar with 
the new tests, the quality assessment measures to be used, and effective 
training methods for the new skills. The control programme manager and 
the laboratory system manager must coordinate the implementation of new 
procedures to ensure that health care providers obtain specimens correctly, 
transmit them properly to the laboratory, and interpret the laboratory test 
results correctly. \ 

The manager of the laboratory system is responsible for integrating the 
various parts of the system. This integration seeks to unify the various 
levels of laboratory services, reflecting the different capabilities and 
responsibilities of each part. The aim is to obtain maximum efficiency and 
effectiveness of the overall laboratory services. Effective two-way communi- 
cation is essential for the efficient operation of this system. 
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Peripheral laboratories 


Peripheral laboratories (defined functionally) are those having limited 
capabilities. Each is usually staffed by one person, who may be trained to 
perform a limited number of functions, e.g., peripheral blood counts and 
smear examinations. Such laboratories may be found in _ sexually 
transmitted disease clinics, private practitioners’ offices, or outpatient 
services. Equipment is limited, usually restricted to a bright-field 
microscope and appropriate supplies. Dark-field microscopy is desirable in 
settings where genital ulcers commonly occur. 


Intermediate laboratories 


Laboratories at this level have increased capabilities, including the 
ability to culture and perform some serological tests. The work at such 
laboratories is performed by a team of workers, frequently handling 
problems referred from smaller laboratories. In general, they will also have 
some supervisory relationship with the smaller laboratories. With greater 
resources, these laboratories are considerably more versatile than the 
peripheral ones. Many of the investigations at this level are assisted by 
hospital laboratories. 


Central laboratories 


These are generally well equipped and the staff highly skilled. Such 
laboratories usually serve as national research and reference centres. Many 
university research laboratories function at this level of competence. Due to 
prohibitive costs, certain investigations which are potentially available at 
these facilities cannot be performed frequently. The use of such expensive 
tests should be carefully planned, including selection of patients and 
problems to be studied, and the numbers limited to what is necessary to 
answer specific questions. Many such investigations will be research- 
oriented. 

A national central laboratory has several other important functions 
apart from diagnosis and research. These include training laboratory 
personnel, operating quality control programmes, and ensuring smooth 
functioning and coordination of the entire laboratory system. The central 
laboratory must carefully assess its available manpower and resources. 
Some may find it more efficient to delegate the more complex technical 
investigations to university research laboratories, while retaining the 
training quality control and Supervisory functions. 


Quality control 


To ensure uniform, high quality laboratory services, procedures must be 
Standardized and all reagents tested against controls first. Control sera 
Should be used to check on serological procedures. 
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13.6 Evaluation and quality assurance 


The laboratory system manager will often have developed a quality 
assurance procedure for its general programme of work. The laboratory 
services provided must be included in this general quality assurance system. 
Attention must be given to delays in reporting test results, test utilization, 
and resource wastage. It should be used to identify performance problems 
and their cause and should indicate specific ways of resolving these 
problems. A quality assurance programme is a necessity even for a 
laboratory system with very limited resources. 

The control programme and the laboratory system must be closely 
coordinated. Observed changes in disease problems and priorities will 
ultimately result in alterations in the control strategies and may require 
different laboratory. diagnostic services. Such changes will result from 
evaluations which indicate barriers to programme effectiveness that were 
not initially appreciated. In addition, new disease patterns, treatment 
problems, and new diagnostic techniques will undoubtedly occur and will 
require new approaches to laboratory services. 


13.7 A pragmatic approach 


The guiding principle for laboratory services must be that they enhance 
the control and effectiveness of the programme for sexually transmitted 
diseases. The least expensive methods capable of achieving this end should 
be selected. For example, periodic field surveys may be cheaper and more 
feasible than establishing the performance of routine diagnostic tests where 
they do exist at present. Where a variety of alternative tests exist, the cost 
and benefits of each must be considered before a particular one is selected. 
In general, as tests become more sensitive and specific, they also become 


Table 5. Laboratory test performance at various levels of the laboratory system 


Etiological Laboratory Level 
agent test? 


peripheral intermediate central 
nee TEE EEE 


Neisseria gonorrhoeae Gram-stain smear 4 + 
Culture isolation + 
B-lactamase testing +/ 
Susceptibility testing 
Typing 


Treponema pallidum Dark-field microscopy +/- 
RPR card test (qualitative) +/- 
VDRL (quantitative) 
TPHA (qualitative) 
Other: FTA-ABS, TPI 


+++ . 
+ 
~+++4+ ~F+4+4+ 


+ 


® RPR card test = rapid plasma-reagin card test. 
VORL = Venereal Disease Research Laboratory. 
TPHA = Treponema pallidum haemagglutination assay. 
FTA-ABS = Fluorescent treponemal antibody absorbed test. 
TP| = Treponema pallidum immobilization test. 
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more complex and require more expensive material and greater tech- 
nological expertise. The least expensive and simplest test capable of 
providing the required information should be selected. 

The laboratory system must support the objectives of the control 
programme. If, for example, control priorities target highly specific 
problems, then laboratory support services should match these. 
theless, there will always be a need for research work which will 
ultimately lead to new control priorities. Laboratory activities at the 
various service levels outlined above need to be integrated. An example of 
an integrated laboratory scheme for two common sexually transmitted 
diseases is shown in Table 5S. 


PART IV 
IMPLEMENTATION 


The aim of the control programme for sexually transmitted diseases is 
the prevention of ill-health resulting from these conditions through various 
interventions. These interventions may have a primary prevention focus 
(the prevention of infection), a secondary prevention focus (minimizing the 
adverse health effects of infection), or usually a combination of the two. 
While tertiary prevention is also important in limiting the effects of 
disabilities caused by disease, it has little relevance to the control of 
sexually transmitted diseases. ) 

Effective disease control requires the interaction of a large number of 
people performing different tasks in a particular time sequence. To 
organize these efforts, ensuring that the required personnel, personnel 
skills, and material resources are available, requires careful programme 
management. Although the technical details of control are different from 
those of other health programmes, tne management skills are often quite 
similar. Whenever possible, disease control programmes should attempt to 
apply management approaches which have proved to be successful within 
the particular local setting. 

A crucial aspect of effective management is the monitoring of disease 
trends and programme activities. Evaluation will show if the activities have 
been performed in an accurate, prompt and satisfactory way. The 
information obtained will identify performance problems and can be used 
to make the necessary changes required to improve control efforts. 
Ongoing evaluation of disease trends provides a more direct measure of 
programme effectiveness and may be used to determine the appropriateness 
of the selected intervention strategies for a particular setting. 
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Chapter 14. Programme management 


14.1 Introduction 


Programme management ensures that the objectives of the programme 
are achieved. The first steps in initiating either a new programme or revised 
directions in an existing programme will be to establish control priorities 
reflecting the disease problems, technical feasibility of control, available 
resources, and the commitment of the government and community. The 
process of describing priorities will lead to a consideration of the control 
strategies available and result in the selection of a particular strategy or a 
combination of several strategies. 

The next step in developing the new or revised control programme will 
be to plan the intervention activities. Since control strategies usually 
involve a large number of people and groups, such plans may be quite . 
complex and will reflect the need for long-term coordinated development. 
Many required activities will depend on individuals whose principal duties 
and responsibilities are not directly involved in the contiol programme. 
These new actions should, therefore, be negotiated in advance to ensure 
their effective integration into the overall programme effort. 

One approach to developing implementation plans is to describe an 
overall work system. Such a system begins with an analysis of the tasks 
which must be performed to ensure that the strategies are achieved. On the 
basis of this task analysis, it will be possibile to describe the resources 
required and the system necessary for managing these resources. This 
overall system will define job descriptions for each individual and this will 
ensure that adequate resources and people are available, and that staff are 
trained and supervised in the activities needed. 

Developing the plan for a workable, comprehensive management system 
may be difficult and time-consuming. However, the completed plan can 
assist in the discussions with others so that roles and expectations can be 
clarified, negotiated, and restructured. The complexities of this task can be 
diminished by focusing on the more modest first-year goals which may 
concentrate on a pilot or demonstration activity or an activity which has a 
limited geographical or technical focus. Inevitably the initial experience will 
provide a more realistic basis for the planning of future extensions of the 
control programme. 


14.2 Design strategies 


On the basis of the intervention(s) selected, detailed plans for the first 
years activities can be made together with a general description of long- 
term plans. The place(s) where these activities will be conducted must be 
specified. The population and disease problems at that site can then be 
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estimated. Using these estimates, the resources required for the inter- 
ventions can be calculated and the proportion already available can 
be projected. A feasible date can then be selected for the intervention to 
begin. oes 

The programme targets selected should be both realistic and reflect a 
level of performance that will result in health improvement. Process targets 
which reflect population coverage, performance quality, and timeliness may 
be appropriate. Targets for the number of various activities to be carried 
out may also be useful in describing the expected programme efforts. 
Outcome targets will be useful in describing reductions in the occurrence of 
disease or disease complications. However, such targets may be of limited 
value in reflecting the effect of the intervention activities because the 
surveillance system prior to intervention will have usually underestimated 
the occurrence of disease and of complications. An alternative. approach is 
to estimate the number of averted cases and/or complications. 


14.3 Specify and procure resources 


Particular attention must be given to ensuring that the required 
resources are available. On the basis of the estimates of resources needed 
and the proportion of these that are or will be available, the manager can 
estimate the type and amount of resources still required. This listing will 
then become the starting point for efforts to obtain the resources. Many 
different sources of funds should be considered, both within the country 
and abroad. Within the country, other ministry of health programmes, e.g., 
primary health care, maternal and child health, and family planning, may 
be able to provide resources for control activities associated with sexually 
transmitted diseases when these are shown to enhance the efficacity of their 
Own programme. Resources from the ministries of education or of rural 
development may also be available when such activities reflect their goals. 
Non-governmental sources such as mission groups, women’s organizations, 
and voluntary funds. should also be considered. Finally, community 
organizations may provide the necessary funds when these resources will 
directly benefit the community group. External resources may be available 
from health and non-health organizations through bilateral arrangements 
or from international organizations such as UNFPA, UNICEF, WHO, 
IPPF, and others. These potential resource donors should be considered 
and requests made to the specific group(s) most. likely to provide the 
necessary support. 


14.4 Develop a work system 


The functions necessary to Carry out the interventions can be 
formulated on the basis of the Strategy designs. Functions that should 
generally be included are: secure, train, and Supervise personnel; obtain 
materials; provide for transportation; ensure maintenance of equipment; 
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evaluate the programme: and perform research. However, the details of the 
functions depend upon the design of the particular strategies. 

An overall management system can then be developed, assigning the 
required functions to particular individuals and providing for the 
coordination and supervision of these personnel. With an overall system 
design, it is possible to describe each job responsibility, taking into 
consideration the qualifications, training, supervision, and evaluation 
required for each. 

The overall work system is one way of planning for programme 
management. Other, less formal, methods may also be useful under 
different circumstances. 


14.5 General principles 
Programme manager 


To ensure that all the many aspects of the control programme are 
coordinated effectively, it is necessary to appoint an overall manager with 
the responsibility and authority to make changes. his may-be a full-time 
position devoted exclusively to the control programme or sexually 
transmitted diseases may be one of several disease problems covered by a 
more comprehensive managerial position. The most important qualities of 
the manager will be his personality, management skills, and interest in the 
job. Although important, relevant experience with sexually transmitted 
diseases and clinical, microbiological, or epidemiological skills may be less 
important to success of the programme. 


Approaches to change 


The manager will develop the methods necessary for making any 
changes by considering and applying whatever alternative approaches are 
available. The approaches for inducing change include: the rational 
approach; the “train-a-trainer” approach; or the model or demonstration 
approach (/). 


(1) Rational approach. The rational approach is useful when there is 
little resistance to change. In particular, this approach can reinforce 
cooperation between persons who are already interested. Thus, it will be 
most useful for health providers who have had some experience with 
sexually transmitted diseases, selected university staff or other pro- 
fessionals, and community groups where the consequences of these diseases 
have become apparent. . 

(2) Train-a-trainer. The “train-a-trainer’” approach involves working 
with a small group of individuals. After intensive training, these individuals 
then train further trainers or actually train the audience. For instance, 
senior personnel in the control programme should be training teachers, 
university lecturers, nurses, and other health personnel. Once trained, these 
personnel should be able subsequently to train or educate others. The 
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training approach, however, can also be used to encourage broader social 
changes that are helpful to the programme. Training key opinion and 
organizational leaders in appropriate aspects of the programme should 
encourage them to adopt control of sexually transmitted diseases as one of 
their own activities of interest. This approach can be one of the most 
efficient and inexpensive methods of inducing social change. 

(3) Model! approach. The model or demonstration approach provides a 
practical example to individuals. Individuals learn how to operate or 
conduct an activity by observing it in action; thus, the activity is clarified 
and its function is emphasized. This approach is very persuasive, and 
therefore, may be of particular value for individuals who resist change. The 
model approach is also useful when attempting to introduce highly 
innovative ideas or activities requiring extensive integration. In such 
settings it may be difficult, even for the enthusiastic, to appreciate fully the 
nuances of new concepts or the complex interaction of the components of a 
programme. 


inducing chanj2 


Special attention should be paid to two geneial groups: decision- 
makers and nrst-line workers. Decision-makers are generally receptive 
to those changes which reinforce their authority or enlarge their 
influence. They will be most interested in the planning and organ- 
ization of the intervention. They will avoid areas of change associated 
with potentially adverse political ramifications. First-line workers are 
generally opposed to change, because they are overworked. The existing 
work-load may prevent them from learning new methods. In addition, 
because of work stress they may be unable to envisage the potential 
denefits of any changes made. Finally, plans for change often do not reflect 
the current interests or future needs of these workers. 

To induce change with decision-makers, quantitative information, an 
overview of the programme effects, and examples of success of the 
programme elsewhere may be most useful. Decision-makers will also wish 
to influence the change manner in which directions are given so that the 
changes made become their own. 

First-line workers need to be involved in the planning for change (2). 
The programme manager must also recognize the increased need for 
Supervisory involvement during the change period to facilitate the 
transition. Methods for fostering peer approval should be sought, including 
group meetings where recognition of desired behaviour and information 
exchange are emphasized. Periodic newsletters, or other forms of written 
feedback with circulation to the entire group can emphasize the same 
topics. Whenever possible, these workers should be encouraged to express 
their point of view, particularly as the details of their new activities are 
developed. Such personnel should also be involved in developing methods 
to evaluate these activities. In addition, they must be given the opportunity 
to understand the overall programme efforts in order to clarify their 
contribution to the programme. 
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Coordination 


All control programmes should have clearly understood lines of 
authority and supervisory responsibility. Daily management functions 
Should be delegated’ by the manager to leaders of subunits within the 
organization. However, the programme manager has overall responsi- 
bility for management and must develop efficient communication channels 
to ensure that all the required information can move rapidly from him to 
each individual, and vice versa. This.tan be achieved by regular meetings 
between the manager and unit leaders and between unit leaders and the 
people in each unit. Provision should also be made for periodic meetings 
between the manager and each employee. Such a system provides more 
personalized- communication than written material. However, important 
guidelines or policies should also be provided to all staff in written form to 
ensure their accurate transmittal. In very: large organizations, there should 
be a mechanism for ensuring: that all staff have seen such guidelines or 
policy documents. 


14.6 Summary. 


No standard approach to the organization and management of a 
control programme is appropriate for all settings. The problems, the 
sociocultural milieu, and the resources will be unique to each country. 
Programme management must consider’ the variety of opportunities 
available and develop a plan for effecting change. In general, programme 
changes or new programmes should begin in the area and with the problem 
where there is the greatest chance of success. When success has been 
demonstrated, the programme can be more readily expanded. An overall 
work system should be developed which will assist in ensuring that the 
wide variety of necessary activities are implemented in a coordinated 
fashion. 
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Chapter 15. Evaluation of control 
programmes 


15.1 Introduction 


Evaluation is the process by which results are compared with the 
intended objectives, or more simply the assessment of how well a 
programme is performing. When evaluating a programme it is not only 
necessary to determine whether the expected results were obtained, but also 
to verify that these results were a consequence of the programme activities. 
This last requirement of “causality” makes evaluation a complex and 
difficult task and means that evaluation must be divided into different 
types, levels, and approaches (see below). 


Purposes of evaluation 


Since the merits of a programme or activity are being assessed by 
evaluation (/, 2), the exact aims of the evaluation must be decided before 
the process begins. Evaluations are undertaken to assist in making 
decisions regarding the programme: whether it Should be _ initiated, 
continued, changed, or improved. Activities carried out to justify decisions 
already made or simply to record that an evaluation has taken place will 
not be considered in this chapter. 


Types of evaluation 


There are several different types of evaluation applicable to control 
programmes for sexually transmitted diseases (3, 4) (see Table 6): 


(1) Front-end or feasibility analysis encompasses those evaluation 
activities that take place prior to the initiation of a programme. These 
analyses provide guidance for refining programme plans, determining the 
appropriate level of implementation effort, and deciding whether to begin 
the programme at all. This type of evaluation should be part of the initial 
planning for the programme (Chapter 2), | 

(2) Evaluation assessment attempts to clarify whether a programme 
could be evaluated if implemented. Often, programmes cannot be evaluated 
because their objectives are not clear or necessary data are not available. If 
a programme cannot be evaluated, a first step would be to reformulate or 
redefine the objectives and identify possible sources of usable data. 

(3) Programme monitoring is the most common form of evaluation; it 
varies from periodic checks of compliance with policies and procedures to 
the relatively straightforward “tracking” of services delivered, and 
“counting” of clients. 
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(4) Formative evaluations are carried out during the programme so that 
the results can be immediately used to make any necessary changes. 

(5) Summative evaluations are those which retrospectively assess the 
programme after completion, or at predetermined points during its 
implementation. | 

Ideally, all these types of evaluation should be incorporated into a 
control programme. In reality, this is seldom done, and most policy makers 
and administrators are satisfied with programme monitoring or with partial 
summative evaluations of the programme. 


Approaches to evaluation 


Whatever the type of evaluation used, and depending on the concerns 
of the user and the intended uses of the information, three approaches to 
programme evaluation are feasible: 


(1) Economic approaches place the major emphasis on the programme 
efficiency. For example, screening more patients in a given time or at a 
lower cost would be valued most highly; 

(2) Health benefit approaches focus on the health improvements ‘that 
result from various strategies or activities and those which give the greatest 
health benefit would be valued most highly. The benefits considered in this 
approach are not only those obtained under optimal conditions (efficacy), 
but also those obtained under normal field use (effectiveness); 

(3) Societal approaches combine the economic and health benefit 
approaches in a broader, more complex analysis of the programme. Such 
an approach attempts to compare the social benefits of the programme 
with those of other health and social programmes that are competing for 
the same scarce resources, Traditionally, control programmes in many 
settings have not had an appropriate share of the overall health budget, 
therefore this approach may be particularly important. 


Both cost-benefit analysis (CBA) and cost-effectiveness analysis (CEA) 
(5, 6), assume that since health resources are limited, it is necessary to 
extract the maximum benefit from the money spent. In CBA the costs of a 
particular course of action are measured in monetary terms and weighed 
against the benefits derived, which are also measured in monetary values. 
The action will be implemented if the financial benefits are greater than the 
costs. However, there is disagreement not only on the methods to be used 
for monetary valuation but also on the advisability or feasibility of 
assigning monetary values to such intangible items as patient suffering and 
social or family disruption which occurs because of sexually transmitted 
diseases. CEA avoids these difficult problems by relating the costs of 
different strategies or programmes with various benefits such as averted 
fetal deaths or avoided hospitalizations or surgery for pelvic inflammatory 
disease, without converting these benefits into monetary terms. Both CBA 
and CEA are difficult to carry out. The variables that need to be measured 
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include the’long-term morbidity of sexually transmitted disease and the 
associated costs to individuals, their families, and society. 


Levels of evaluation 


A health programme is basically a system (7) in which the programme 
resources (inputs) are used (processes) to perform activities (output) 
resulting in an improvement in the health of the population (outcomes) 
(Fig. 2). Thus, the personnel, materials, and organizational structures of the 
programme are used to achieve certain ends such as diagnosing and 
treating patients, performing laboratory tests, or identifying sexual 
partners. As a result of these interactions, disease complications will be 
‘prevented and disease transmission will be decreased. The requisites for 
evaluation at each of these points in the system are the availability of 
reliable and valid ways of measuring them. 


Fig. 2. The health programme system 
INPUTS PROCESSES OUTPUTS OUTCOMES 


Use of services 
Volume of activities 


Structure cf organization 
Administration 


Facilities Programme 
Equipment activities Impact on: 
Personnel morbidity 
Supplies mortality 


‘sequelae 
consequences 
patient satisfaction 


WHO 84484 


15.2. Principles for the evaluation of control programmes 
Evaluation of the programme or its components 


Ideally, the whole programme should be evaluated; however, t1 many 
instances only isolated components can be assessed. Furthermore, 
evaluations of control programmes for sexually transmitted diseases range 
from assessment at the national level to the more modest and feasible 
assessment of clinical services or other programme components at regional 
or local levels. ? . . 

Control programmes vary in structure and function in different settings. 
In countries with categorical programmes, the manager has knowledge of 
and control over both inputs and processes, and can assess the outputs and 
outcomés of his programme. In most countries, the components of the 
control programme are shared with other programmes; the manager has 
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only partial knowledge and control over the shared components. In these 
situations, evaluation is much more difficult. A third, ommon type of 
control programme is where the manager has little control over the inputs 
that filter through a maze of loosely organized components. In such an 
integrated programme, evaluation may be unrewarding because the 
manager can only assess parts of some of the programme components and 
has limited authority to make changes. This situation may lead to poor 
planning, inefficiency, and ineffectiveness of the control programme. 


Orientation of evaluation 


The health systems approach is based on the premise that ‘“‘good’’ 
inputs will lead to ‘‘good’’ processes, and hence to “good” outcomes. A 
practical approach is to assess the part of the system for which reliable 
data are available or can be obtained. Although it is most desirable to 
measure and evaluate the outcomes (health benefits) of the control 
programme in the community, the absence of reliable baseline data may 
preclude this type of assessment in many settings. Therefore, in most 
countries, control evaluation efforts focus on structure and process rather 
than outcome. In a few countries, where control programmes are well- 
developed and good information and data Systems exist, the more complex 
evaluations of outcome assessments are possible. 


Uses and purposes of evaluation 


Evaluation must be an integral part of the control process and provide 
continuous feedback to the programme. Systems to monitor programme 
implementation and _ the efficiency, effectiveness, and impact of a 
programme operate at two interconnected levels, the policy and the 
managerial levels. Policy-makers will be most interested in outcome 
evaluations to determine whether there has been any progress in the 
control of sexually transmitted diseases and if the policies, strategies, or 
plans of action need to be revised. On the other hand, managers will be 
particularly interested in evaluations of the day-to-day processes. These 
evaluations will reveal whether the necessary services and their support 
activities are developed and efficient. Such assessments can result in prompt 
programme corrections. 


Planning and implementing the evaluation 


Specific mention of evaluations relating to some of the strategies and 
support services has been made in preceeding chapters. As an example of 
the process of evaluation, the evaluation of clinical services includes 
assessment of the quality and quantity and results in the establishment of 
an ongoing system to ensure that the necessary standards are being met 
(quality assurance). The sequence of evaluation activities includes: 


(1) Define the objectives. An important issue or activity which warrants 
evaluation must be identified and the objectives of such a focus should be 
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clarified. This can be done by canvassing personnel or patients, reviewing 
clinic documents, or observing clinic activities. From this identification, an 
objective can be developed and clarified with staff. This process must also 
reflect the ultimate purpose of the evaluation; in this case, to effect change. 

(2) Clarify the methods. The level of evaluation. and the data to be 
collected need to be considered so that the methods of measurement reflect 
the intended uses of the evaluation. For example, the data collected might 
include personnel numbers and types, space, and materials, and contrast 
these data to the number of patients, their sex distribution and the type of 
problem, if the evaluation was intended to emphasize the need for greater 
resources. 7 

(3) Specify criteria for the expected standards. It will be necessary to 
develop explicit criteria of what constitutes the standard of quality. This 
may be done by asking “experts.” Alternatively, if resources are the focus, 
criteria used in other clinical services may be applied. 

(4) Identify data units. Develop a way to identify possible units of study 
so that comparisons can be made. For example, routine examinations of 
men and women require different amounts of time, expertise, and resources. 
Complex problems require more tests and evaluation time than routine 
attendance, etc. a 

(5) Define the amount of data needed. The amount of data required will 
depend on the purpose and use of the evaluation. An end-point to data 
collection should be selected, based on the time period or quantity of data 
needed. 

(6) Collect and analyse the data. Carry out the evaluation and assess the 
results. 

(7) Use the data. This information must be presented to the target 
audience in order to begin corrective actions. The identified deficiencies may 
be directly altered by the target group, or they may ensure! that the 
necessary changes are made. An ongoing system of evaluation may be 
established for some types of issues. For example, continuous assessment of 
the clinical services quality can be encouraged by a quality assurance 
programme of continuous data collection, analysis, and feedback. 


15.3 Evaluation of control. 


Evaluation should always be considered during the planning and 
implementation stages of a programme or activity. Evaluation is important 
for the continuous monitoring of programme activities and may be crucial 
in identifying the health benefits derived. Furthermore, even in such a well- 
developed control programme for sexually transmitted diseases as that 
established in the United Kingdom, evaluations can be useful in identifying 
performance difficulties (8, 9). Evaluation studies may also be carried 
out to generate information for other purposes. Examples of these other 
uses of evaluations of control programmes for sexually transmitted diseases 
are given in Annex 5. 
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Annex 1. Tests available for the early detection of 
sexually transmitted diseases 


i 


The tests most frequently used for the early detection of disease are 
syphilis serology, wet-mount microscopy (vaginal secretions), or Gram- 
stained smears (urethral, cervical secretions) and cultures of the responsible 
organism (Neisseria gonorrhoeae, Chlamydia trachomatis, etc.) A_ brief 
discussion follows on some tests currently used for the detection of 
syphilis and gonorrhoea, the two diseases traditionally included in most 
control programmes. In general, as culture tests for N. gonorrhoeae become 
available, they should first be used for (early) diagnosis in symptomatic 
patients, particularly females, in order to improve the management of those 
cases and their sexual contacts (/). Syphilis serological tests should be used 
mainly for diagnosis in symptomatic patients and in case-finding 
programmes among pregnant women where disease prevalence is high. 


1. Tests used in gonorrhoea screening and case-finding 
Gram stain 


This test is easy to use, generally available, inexpensive, and specific. 
The specificity varies according to the site from which the specimen is 
obtained: for example, whether it is from high in the urethra or low in the 
cervix. In men with abundant urethral discharge and women with abundant 
cervical discharge, the test is sensitive, but in asymptomatic males and 
females. the sensitivity is approximately 60% (2). Again, the concept of 
predictive value is extremely important in this regard. If we assume that a 
Gram-stained cervical smear for the diagnosis of gonorrhoea in females has 
a 50% sensitivity and 90% specificity, the predictive value of a positive 
smear at a 15°% prevalence rate of gonorrhoea is 47%. In this example, the 
prevalence of gonorrhoea is high, and a good validity of the Gram-stained 
cervical smear is presumed; however, this test is not suitable in non- 
selective programmes for the early detection of gonorrhoea in females. 


Indirect fluorescent antibody test (IFAT) 

IFAT has aproximately the same specificity as Gram staining but is 
more sensitive. It is expensive to set up, requires specially trained personnel, 
and is usually available only at the central level. Consequently, tt is not 
commonly used in gonorrhoea screening programmes. 


Culture methods 


When primary isolation is followed by Neisseria species identification 
through sugar utilization tests, there is 100% specificity with specimens 
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taken from any site. This is especially important when screening 
homosexual anal specimens and any pharyngeal specimen where differenti- 
ation from N. meningitidis must be achieved (2, 3). When sugar utilization 
tests are not done, only cultures from cervical and urethral sites are highly 
specific. : ; 

With or without specific identification of the organism, gonorrhoea 
cultures are very sensitive in mildly symptomatic and asymptomatic females 
and males. Because of this, cultures are the only recommended test for 
gonorrhoea screening and case-finding at present. 

Culture screening is almost prohibitively expensive in some countries, 
and in addition may not be technically feasible in some settings. In many 
countries, bacteriological laboratory facilities are available for only a small 
Proportion of the population. The use of transport media may increase the 
population that can be covered, but it also increases the culture costs and 
may adversely affect the culture sensitivity. 

The use of both cultures and slide methods requires genital examination, | 
and this is not acceptable to many population groups, particularly when 
used for screening purposes. Culture of the first-void urine (FVU) for 
selective screening of males may overcome the acceptance problems in this 
group (4, 5). This procedure has not been extensively evaluated and could 
only be used in programmes with good laboratory support. 


Serology 


Serological tests based on the presence of antibody to gonococcal 
antigens may in the future become an important epidemiological tool (6). 
However, at present, serological tests are only at the research stage. 
Sensitivity and specificity must be increased before serology becomes 
potentially useful for mass gonorrhoea screening programmes (7, 8). 
Serological tests are not useful for early detection because positive tests 
indicate present as well as past infections and there is a cross reaction with 
other species of Neisseria (8). 

For the present, if screening and case-finding programmes for 
gonorrhoea are contemplated, they must be based on the use of the culture 
test. 


2. Tests used in Syphilis screening and case-finding 


Screening and case-finding are much more feasible for syphilis than they are 
for gonorrhoea. The tests (e.g., RPR card test and VDRL slide test) are 
sensitive, specific, reliable, acceptable, and generally available. In addition, 
the long natural history of the disease and its self-limitation as regards 
transmission increase the effectiveness of detection programmes. 

Serological screening for syphilis is often based on the use of several 
different serological tests in series to enhance the test specificity. A reagin 
test such as the VDRL test is carried out first; this test is highly sensitive 
for the detection of “active” syphilis, and it is followed by a treponemal 
test that is more specific, such as the TPHA or the FTA-ABS. 
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Reagin tests (non-treponemal) 


(a) Venereal disease research laboratory (VDRL) test. The VDRL test 1s 
sensitive for early syphilis. Quantitative tests reveal rapid decreases in 
antibody titre following the treatment of early syphilis such that most 
patients become seronegative within a year (9). Although false positive 
results may occur in patients with certain infectious and non-infectious 
diseases (10), the VDRL test specificity using commercial antigens is less 
than 1% (/J). 

(6) Rapid plasma-reagin card test (RPR). This screening test uses a 
stabilized VDRL antigen with attached charcoal particles. The flocculation 
reaction can be read without a microscope, provides results within 4 
minutes, and can. use plasma separated from finger-prick specimens. Thus, 
the RPR is practical for screening in settings where there are no elaborate 
laboratory facilities. In some countries, other non-treponemal tests such as 
the Wassermann test are still being used, but these are being progressively 
replaced by the VDRL and RPR tests. , 


Treponemal tests 


(a) Treponema pallidum immobilization test (TPI). The TPI test is the 
standard agai ist which all treponemal tests are compared. It is a research 
tool and is never used for screening. 

(b) Fluorescent treponemal antibody absorption test (FTA-ABS). FTA- 
ABS combines high sensitivity for early syphilis, as well as all other stages, 
with high specificity. it is used mostly to confirm positive non-treponemal 
(reagin) tests. . 

(c) Haemagglutination treponemal tests. There is no consensus on the 
sensitivity and advantages of several haemagglutination tests (//—/3), but 
this test procedure is increasingly replacing the FTA-ABS as a confirmation 
test. In late disease, it is more sensitive than the non-treponemal tests, and 
this coupled with its low cost and technical feasibility have led some to 
suggest that it should be used for screening and case-finding (/3). 


3. Tests used for screening and case-finding of other sexually transmitted 
diseases 


Chlamydial infections due to serotypes D-K are possibly the most — 
frequent and perhaps the most important sexually transmitted disease in 
developed countries (/4—17). Chlamydial case-finding has been considered 
for pregnant women (/5), women attending clinics (17), and other high-risk 
groups such as prostitutes (/8). — 

Tests available include cell cultures, slide methods (Giemsa staining and 
fluorescent antibody) and serological tests (microimmunofluorescence test). 
At present, only cell cultures are particularly useful for early detection 
programmes for Chlamydia trachomatis. Case-finding by culturing for C. 
trachomatis in high-risk individuals has been recommended (16). However. 
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for most countries early detection programmes for C. trachomatis infections 
are not realistic because of the costs involved and the unavailability of 


adequate laboratory facilities. 

However, new test technologies are being rapidly developed, based on 
the development and use of monoclonal antibodies (/9). This and other 
non-culture methods (20) will result in dramatic changes in the procedures 
available for case-finding and screening. 
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Annex 2. Prototype patient care protocol: urethral 
discharge’ 
1. Background 


Males frequently attend health care facilities with complaints of urethral 
discharge, dysuria, or frequency of micturition. When the patient is 
examined, the health worker may find: a yellow or clear/white urethral 
discharge, a purulent preputial discharge associated with ulcerations, or no 
discharge (2). , 


2. Data needed 


In each country a protocol can be empirically chosen, implemented, and 
subsequently evaluated. Its effectiveness can be considerably improved if 
data are collected before and at regular intervals during implementation. 
This data could include: frequency of gonococcal infections, as determined 
by Gram-stained smears of urethral discharge; frequency of N. gonorrhoeae 
infection (and nongonococcal infection) as determined by culture of 
urethral discharge; antibiotic susceptibility patterns of gonococci and the 
prevalence of penicillinase-producing gonococci (PPNG); and results of 
clinical trials of several different treatment regimens considered for use in 
the protocol. For example, in Swaziland the etiology of urethral discharge 
was studied twice (3, 4). In January 1978, 82% of patients with urethral 
discharge had gonorrhoea, and 18 % had either nongonococcal urethritis 
(NGU) or no urethritis. When repeated in January 1979, of 98 patients 
with urethral discharge, 88 % had gonorrhoea, 5% had NGU, and 7% had 
no urethritis. Only 1.4% of gonorrhoea patients were also infected with 
C. trachomatis. Of the 70 gonococcal strains tested, none was PPNG; aA 
were highly sensitive to penicillin (MIC: < 0.06 wg/ml), 18% had slightly 
diminished sensitivity (MIC: between 0.06-0.25 g/ml), and 31 % were even less 
sensitive (MIC > 0.5 g/ml)” No strain had a MIC greater than 1 ug/ml for 
tetracycline. Based on these in vitro susceptibilities, a 6% failure rate was predicted 
for the APPG (aqueous procaine penicillin G) plus probenecid regimen (5). 


3. Patient care strategy (protocol design) 


Based on the above data, the following strategy was devised for the 
management of males with urethritis in Swaziland. If no discharge is seen 
the patient is asked to return the following morning before urinating. If, 
however, a urethral discharge is seen the procedure is as shown in Fig. 3. 
The underlying rationale is that all urethral discharge is considered to be 


1 Adapted from Meheus (J). 
2 MIC = minimal inhibitory concentration. 
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Fig. 3. Urethral discharge protocol 


Urethral discharge 


Penicillin allergy 


No = Yes 
Gonorrhoea therapy Tetracycline therapy 
Contact se a 
/ | ee therapy 
at 
= : No a discharge 
NGU i ¥ 


(tetracycline) 


a 


7 days 
7 days - 
| No urethral discharge 
Urethral Cured 
discharge 
Refer 


gonorrhoea, and that it should be treated with an antibiotic, Preferably in 
a single dose. Contacts of the patient are traced and receive the same 
treatment. At the one-week follow-up visit, those patients who have not 
responded to the initial therapy receive a treatment which is effective 


against both potentially uncured gonococcal urethritis and nongonococcal 
urethritis (NGU). 
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4. Experience 


This strategy was implemented in rural areas in Swaziland in 1978 (4). 
The gonorrhoea treatment was 4800000 units of aqueous procaine 
penicillin G (APPG) given intramuscularly plus 1g of probenecid by 
mouth. Patients who did not respond to this treatment received follow-up 
treatment with the NGU therapy of 500 mg of tetracycline taken orally 4 
times daily for 7 days. 

During 1978, at the Siphofaneni rural health centre, 447 new cases of 
male urethral discharge were seen. This represented 2.6% of all new 
consultations and an estimated incidence of 8900 cases per 100000 
population. Of these 447 patients, 7 penicillin-allergic patients were treated 
initially with the tetracycline schedule; the remaining 440 patients were given 
the APPG plus probenecid regimen. At the follow-up 41 % Of patients were 
present and only 21 (4.7% of the treated group) still had urethral 
discharge. These 21 patients received a course of therapy with tetracycline. 
Seven of these 21 patients returned for follow-up and all were cured. 
Hence, no case had to be referred. Nothing is known about those lost to 
follow-up; however, it is reasonable to assume that most cases were cured 
since there is no other health care facility in the area. The original 447 
patients mentioned 534 sexual partners; since only 192 were considered 
traceable, these men were given 192 contact slips. Ninety-four sexual 
partners attended and were treated (18 % of the 534 recent sexual partners). 
This strategy was also implemented in the outpatient department of the 
Government Hospital in Mbabane, Swaziland, with results comparable to 
those obtained in the rural areas. | 

In summary, when this protocol was used, for each 100 males seen with 
urethritis, 100 courses of APPG, 6 courses of tetracycline, and 20 courses 
of APPG for contacts were used, giving a total of 118 APPG and 
probenecid regimens and 8 tetracycline regimens. This information 
facilitates planning for required drug supplies, and it permits easy cost 
calculations. 
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Annex 3. Prototype patient care protocol: vaginal 
discharge’ 
1. Background 


Women frequently attend health facilities with complaints of abnormal 
vaginal discharge, dysuria, vulvar itching, and lower abdominal pain. The 
health care provider must differentiate between lower genital tract 
infections, pelvic inflammatory disease (PID), and other medical or surgical 
conditions unrelated to sexually transmitted diseases. 

If pelvic inflammatory disease (PID) is suspected, the patient should be 
referred to a well-equipped clinic. However, when this is impossible, the 
health worker must distinguish this condition from others, particularly | 
those requiring surgery, using general patient management suggestions for’ 
lower abdominal pain (2). When immediate surgical intervention is not 
indicated, the diagnosis can be made by finding bilateral lower abdominal 
pain, mucopurulent cervical discharge, abnormal tenderness on bimanual 
pelvic examination, pain on motion of the cervix, and fever. A typical 
treatment for PID is 500 mg of tetracycline hydrochloride given orally 4 
times daily for 10 days. Sexual partner(s) should receive the same 
tetracycline regimen for 7 days, even if they have no symptoms. 


2. Data needed 


Information useful to the development of a vaginal discharge protocol 
includes identification of the common agents associated with this problem. 
In Africa (Table 7) patients complaining of vaginal discharge frequently 
have gonococcal infection (3,4). Since the prevalence of gonorrhoea is 
based on a single cervical culture (sensitivity 80-90%), the “true” 
prevalence is more likely to be between 20 and 35% (5). 


Table 7. Microorganisms isolated from cervical 

or vaginal specimens from patients from Kenya 

and Swaziland who complained of vaginal 
discharge 


Percentage positive 


Mbabane, Nairobi, 
Swaziland Kenya 

Species (7 = 65) (n = 54) 
Neisseria gonorrhoeae 21.5 30.0 
Trichomonas vaginalis 24.6 31.5 
Candida albicans 23.1 - 14.5 


Gardnerelia vaginalis NT? 69.0 
—-~iaversnennetnesase Reenstaontaccasiancsckl ce Sea 


# NT = not tested. 


* Adapted from Meheus (/) 
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Fig. 4. Vaginal discharge protocol 
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Where the prevalence of gonococcal infection is 20% or more among 
patients with vaginal discharge, the initial treatment should be for 
gonorrhoea. Since patients with vaginal discharge are almost always given 
symptomatic treatment, treatment specifically for gonorrhoea could even be 
considered where the gonorrhoea prevalence is below 20%. 


3. Patient care strategy 


After managing surgical patients and patients with pelvic inflammatory 
disease, the remaining women with genital complaints should be examined 
to identify those with ulcers: Then, regardless of the presence of vaginal 
discharge, all such women should receive treatment for gonorrhoea (Fig. 4). 
If the patient has not improved within a week the genitalia should be 
reinspected. Those patients having objective vaginal discharge:would then 
receive treatment for trichomoniasis, i.e., metronidazole in a single oral 
dose of 2g. The patient should be advised to return in one week if 
symptoms persist. If objective vaginal discharge is still present, antimycotic 
vaginal tablets should be given. If complaints continue, then the patient 
Should be referred to a more specialized facility. 


4. Experience 


This strategy was implemented in a rural health centre in Swaziland in 
1978. During one year, 316 new cases of vaginal discharge were seen, 
representing 1.9% of all new consultations. These patients initially received 
the APPG and probenecid therapy for gonorrhoea. At the first follow-up 
visit 38% were still symptomatic and therefore received treatment for 
trichomoniasis. At the second follow-up, 4°% attended and received 
treatment for candidiasis; 1% finally had to be referred because symptoms 
persisted despite the ‘treatments given. 

This simplified approach to vaginal discharge is far from perfect. 
However, in many developing countries, health workers frequently 
encounter this clinical problem. Without recommendations, these workers 
may refuse to dispense treatment or may select a treatment regimen that is 
inadequate, e.g., sulfadimidine, for virtually all common agents (6). 
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Annex 4. Prototype patient care protocol: genital 
ulcers! 
1. Background 


Genital ulcers may be infectious, resulting from syphilis, chancroid, 
herpes, lymphogranuloma venereum, and donovanosis, or non-infectious 
and mainly traumatic. Careful clinical examination is the first, most 
important, and frequently the only diagnostic tool for the evaluation of 
genital ulcers (2-5). Genital ulcers do not usually correspond to the 
“typical” textbook description. As a result, the diagnosis of genital ulcers is 
often incorrect and their management is ineffective. As many as 30-50 % of 
primary syphilis lesions are atypical (the chancre is painful, not indurated 
or multiple) (6). Herpes simplex virus (HSV) infection combined with poor 
genital hygiene can result in multiple, soft, superinfected, very painful 
genital ulcers resembling chancroid (45% of herpes cases in a study in 
Swaziland were clinically diagnosed as chancroid) (7). In the United States 
of America the accuracy of clinical diagnosis was also quite poor for 
lesions due to T. pallidum (78%), Herpes virus hominis (63%), and 
Haemophilus ducreyi (33%) (8). 

A microbiological diagnosis of genital ulcers is valuable because it then 
becomes possible to provide specific treatment to patients and sexual 
partners. The cost-efficiency of these tests must, however, be evaluated if 
they are intended to guide patient care. When resources and facilities 
become available, the first tests to be added to the clinical diagnosis should 
be dark-field microscopy and a qualitative and quantitative reagin test (2). 


2. Data needed 


There are major differences in the etiology of genital ulcers in different 
countries. Throughout South-East Asia and most parts of Africa, 
chancroid is the most common cause of genital ulcers, while syphilis and 
other infections are also relatively frequent (9-14). A small clinical study 
was conducted in Swaziland, using optimal laboratory support, to identify 
the etiology of ulcers (7). Chancroid accounted for 42% of the diagnoses, 
syphilis 16%, lymphogranuloma venereum 12%, and herpes simplex virus 
infection 11%. No bacteriological diagnosis could be established in 15 % of 
genital ulcers. The investigators felt that the majority of this group are 
probably also chancroid or mixed infections, since the culture method used 
for H. ducreyi recovery was not optimal. 


3. Patient care strategy 


Genital ulcers can be categorized clinically as vesicular lesions and 
superficial erosions (herpes), single, painless ulcers without suppurative 


* Adapted from Meheus (/) 
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Fig. 5. Genital ulcer protocol 
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lymphadenopathy (syphilis), and other ulcerative lesions (Fig. 5). Without 
laboratory support, chancroid and syphilis are the two sexually transmitted 
diseases that can be treated; treatment should be as shown in the protocol. 


4. Experience 


This schedule is a slight modification of the one implemented in rural 
Swaziland in 1978. During this trial period, sulfadimidine was used to treat 
chancroid rather than cotrimoxazole. During one year 637 patients (464 
males and 173 females) with genital ulcer(s) were seen representing 4% of 
all consultations. This strategy was ineffective primarily because patient 
compliance with the sulfadimidine regimen of 4 doses daily for 7-10 days, 
was probably quite poor and H. ducreyi strains are rather insensitive to 
this drug (/5). | 

Alternative approaches to the management of patients with genital ulcer 
disease can be proposed and evaluated. In African countries where both 
syphilis and chancroid are common, it has been suggested that a simpler 
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Fig. 6. Simplified genital ulcer protocol 
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chancroid treatment 
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protocol could be used (Fig: 6) (/6). All patients with ulcers would receive 
combined treatment for chancroid and syphilis. Sexual partners with no 
ulcers would receive treatment for syphilis only, while partners with ulcers 
would receive combined treatment. 


evaluated. 


iF MEHEUs, A. Z. Practical approaches in developing countries. In: Holmes 
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Annex 5. Alternative uses of evaluation studies 


1. Using evaluation to attract attention to a problem. Some examples of 
this approach are the cost-benefit analysis of syphilis control programmes 
done by Klarman (J), the exhortation by Callin about the costs of 
inadequate syphilis programmes (2), and the papers on the economic 
consequences of PID by Rendtorff et al. (3) and Curran (4). 

2. Pointing out the inefficiency or ineffectiveness of a case-finding 
procedure on certain population groups. This point is illustrated by a report 
against routine screening for sexually transmitted disease of hospitalized 
elderly patients (5), studies Signalling the lack of results of the 3-month 
follow-up serology on patients with gonorrhoea (6), the futility of taking 
rectal cultures in asymptomatic or heterosexual Danish males (7), and the 
ineffectiveness of rescreening for gonorrhoea in a Colorado clinic (8). 

3. “Effectiveness’’ is in the eyes of the beholder (or decision-maker). A 
cost-effectiveness analysis of Swiss women cultured routinely for gonor- 
rhoea was found cost-effective despite the low prevalence (0.81%) of the 
disease (9), whereas, in the United States of America several studies (0, 
11) have advocated “‘selective” instead of routine screening in females with 
a low prevalence of gonorrhoea (between 1 and 4°). 

4. Evaluation of changes in yield of gonorrhoea detection by culturing 
other sites or by taking duplicate cultures is illustrated in reports by Keith 
et al. (J2) and Dans & Judson (73). 

5. Evaluations of efficacy of treatment and of diagnostic tests are covered 
in reports by Guinan et al. (14) and Rothenberg et al. (/5). 

6. Training and patient management. The use of protocols or algorithms 
in the management of disease is illustrated in the report by Rhodes et al. 
(16). Lee and Sparling’s algorithms for syphilis could also serve this 
purpose (/7). 

7. Extension of control activities. The provocative editorial] by 
Handsfield et al. (78) and the Study by Willcox et al. (19) make the point 
that the time is right to use chlamydial cultures in countries which can 
afford them. The paper by Grady (20) regarding new approaches to 
hepatitis B prevention merits carefut reading. 

8. The effectiveness of counselling and other behavioural approaches for 
securing the patient’s cooperation. is illustrated by Kroger (2/). The study 
by Potterat and Rothenberg (22) on contact-tracing should be repeated 
especially in developing countries where these activities are often négligible. 
A series of papers (23-25) evaluate the types of contacts which will benefit 
more by epidemiological investigation (males more than females) in certain 
settings. 

9. The studies on evaluation of venereai disease telephone answering 
services (26-28) illustrate some of the difficulties in evaluating the impact 
of a new procedure. 

10. Using a decision-analytic approach, Johnson (29) found justification 
for treating contacts on epidemiological grounds, and Rein (30): assessed 
Strategies for the management of urethritis to decide which antibiotic 
regimen would be the most cost-effective. 
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11. Some papers raise questions regarding policies which have become 


law, such as the mandatory premarital syphilis serology (3/). 


Although this is not an exhaustive list and some of the analyses are 


incomplete or misdirected, these types of evaluations can be helpful. in 
guiding policy and administrative decisions. 
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The prevalence of sexually trans- 
mitted diseases has now reached 
disturbing levels in many countries 
despite the availability of well 
established treatment methods. This 
book emphasizes that control 
programmes must be based on a 
multidisciplinary approach involving 
coordinated action by health 
personnel at all levels and by the 
health education, information, and 
welfare services. 

In fifteen chapters the whole pro- 
cess of planning and implementing 
national control programmes is 
examined, attention being given in ~ 
turn to initial planning steps, 
intervention strategies, support 
components, and various aspects of 
programme implementation. 


